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Chapter 1
Why study interpersonal trauma in youths in 
compulsory residential care?
It has long been empirically acknowledged that children and adolescents worldwide 
are exposed to high rates of maltreatment (ranging from 4% up to 16% in 
representative community samples) (Alink et al., 2011; Finkelhor, Turner, Ormrod 
& Hamby, 2009; May-Chahal & Cawson, 2005; Sedlak et al., 2010; Wethington et 
al., 2008). Research examining the relationship between childhood maltreatment 
and negative mental health outcomes has focused largely on posttraumatic stress 
disorder (PTSD) (Abram et al., 2004; Cauffman, Feldman, Waterman & Steiner, 
1998). 
However, given the rudimentary state of the literature and research on the 
construct complex PTSD in youth (Cloitre et al., 2009; Cook et al., 2005; Herman, 
1992; Van der Kolk, 2005), a focus on PTSD as such may not be sufficient. The 
construct complex PTSD attempts to tackle the symptoms that not only incorporate, 
but also extend beyond PTSD, and reflects disturbances predominantly in affective 
and interpersonal self-regulatory capacities (e.g., regulation of affect and impulses, 
attention or consciousness, self-perception, one’s view of the perpetrator and 
dissociation). Additionally, PTSD is frequently comorbid with other anxiety and 
mood disorders (Copeland, Keeler, Angold & Costello, 2007; Nooner et al., 2012; 
Wasserman & McReynolds, 2011). In recent years, the associations between 
childhood maltreatment, complex PTSD and other mental health problems have 
come to the attention of both clinicians and scientists. For example, Cloitre et al. 
(2009) found that exposure to multiple types of childhood maltreatment predicted 
complex posttraumatic stress in clinically referred youth. PTSD has also been found 
as a pathway linking exposure to interpersonal trauma with substance abuse 
and dependence (Kilpatrick et al., 2000), which in addition may cause sexual risk 
behavior (Oshri, Tubman & Burnette, 2012). 
In response to childhood maltreatment, the literature presents significant 
differences between girls and boys; it has been demonstrated that boys and girls 
cope with stress differently (Sontag & Graber, 2010). For example, Maschi, Morgen, 
Bradley and Hatcher (2008) found that in boys exposure to childhood maltreatment 
was directly related to externalizing behavior; while in girls, internalizing symptoms 
mediated the relationship between childhood maltreatment and externalizing 
behavior.
Furthermore, numerous studies have demonstrated that youths maltreated 
in childhood have a higher prevalence of engaging in antisocial and delinquent 
behavior than youths not exposed to maltreatment (Hosser, Raddatz & Windzio, 
2007; Stouthamer-Loeber, Loeber, Homish & Wei, 2001). The pathway between 
childhood maltreatment and antisocial or delinquent behavior has also been 
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found to differ across gender (Cullerton-Sen et al., 2008). Girls with histories of 
childhood maltreatment are less likely to engage in delinquency compared to their 
male counterparts (Kilpatrick, Saunders & Smith, 2003). In addition, official arrest 
data also show gender-specific patterns of offending. Whereas boys comprise the 
majority of arrests for serious violent offenses (e.g., murder, robbery, and sexual 
offenses) (Snyder & Sickmund, 2006), girls are more likely to be involved in acts such 
as running away from home and prostitution (Hamerlynck, 2008). However, the 
steady increase of offending rates by girls cannot be overlooked (Wong, 2012). For 
example, Snyder and Sickmund (2006), found an increase of drug abuse violations, 
aggravated assault, liquor law violations, and disorderly conduct among girls.
Because of their delinquent behavior, youths can be placed in juvenile detention 
settings (Snyder & Sickmund, 2006). In the Netherlands, youths with severe 
(co-occurring) mental health problems could (until 2010) be placed by a judge 
under a civil child protection measure in a juvenile detention setting as well; 
these youths were not placed due to delinquent behavior, but because of their 
alarming development or in order to protect them from themselves or to keep them 
away from adverse influences in their environment, e.g. prostitution, parental 
psychopathology or maltreatment. Since 2010, civil admissions have been separated 
from the delinquent group; the civil group currently resides in JeugdzorgPlus 
(Nijhof, 2011). The most important rationale for this separation was to preclude a 
mixture of perpetrators and victims (Hamerlynck, Jansen, Doreleijers, Vermeiren 
& Cohen-Kettenis, 2009). However, Hamerlynck et al. (2009) found both groups to 
be similar in several aspects (e.g., aggressive behavior and internalizing symptoms) 
and both groups showed a high prevalence of mental health problems and histories 
of childhood maltreatment. Consequently, it was recognized that both groups 
(juvenile detention and JeugdzorgPlus) need treatment for their problems, and that 
compulsory residential facilities should have adequate procedures for treating these 
youths (Hamerlynck et al., 2009; National Mental Health Association, 2004). Because 
of the difficult and costly nature of treating youths with multifaceted problems 
in compulsory residential facilities (Caldwell, Vitacco & Rybroek, 2006; Hussey, 
Drinkard, Falletta & Flannery, 2008), a better understanding of the relationships 
between exposure to childhood maltreatment and their problematic behavior is 
needed in order to inform treatment planning and ultimately in order to decrease 
their mental health problems. 
As girls in compulsory residential care have been under-investigated (Hamerlynck, 
2008; Nijhof, 2011; Wong, 2012); the current dissertation will increase the knowledge 
about this vulnerable group by focusing on the relationships between childhood 
maltreatment and mental health problems in girls (chapter 2), the relationships 
between childhood maltreatment, trauma-related symptoms and motivation for 
treatment in girls (chapter 3), and chapter 6 describes the theoretical background 
of a training (Stapstenen) for chronically traumatized adolescent girls.
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Chapter 1
Research aims, study population and overview 
of the thesis
The principal aim of this dissertation was twofold. The first aim was to investigate 
the relationships between a history of exposure to childhood maltreatment, mental 
health problems (e.g., depression, (complex) posttraumatic stress, aggression), and 
delinquent behavior in youth in compulsory residential facilities. The second aim 
was to investigate the best treatment choice for this vulnerable group. In addition to 
the second aim, the relationships between childhood maltreatment, trauma-related 
symptoms and motivation for treatment were investigated. 
In chapter 2 and chapter 3, the study population consisted of girls recruited from 
three JeugdzorgPlus facilities in the Netherlands. In chapter 4, a sample of juveniles, 
resulting from nationwide collaborations with juvenile justice agencies in the United 
States of America (USA) was used.
Chapter 2 describes the cross-sectional relationships between exposure to early 
onset interpersonal trauma, symptoms of PTSD and other mental health problems 
in girls. Given the harmful consequences of prolonged trauma early in life that is 
associated with symptoms of complex PTSD, a distinction between symptoms of 
PTSD and complex PTSD was made. Participants were 92 girls recruited from three 
JeugdzorgPlus facilities in the Netherlands. The hypothesized relationships were 
examined using structural equation modeling.
In chapter 3, first, the relationships between childhood maltreatment, trauma-
related symptoms and motivation for treatment among girls in compulsory 
residential treatment facilities are reported. Second, the extent to which various 
forms of childhood maltreatment, trauma-related symptoms and motivation for 
treatment predicted (time to) dropout from the residential treatment facilities 
was examined. The participants were 154 girls recruited from three JeugdzorgPlus 
facilities in the Netherlands. In order to examine the relationships, a series of 
multiple linear regression models, logistic regression and competing risk regression 
analyses were conducted.
In chapter 4, first, the contributions of demographic characteristics, mental 
health problems and interpersonal trauma history to sexual offending were examined 
in a USA sample of juvenile offenders. Second, the degree to which juvenile sexual 
offenders differ from nonsexual interpersonal offenders was explored. Analyses were 
conducted on a large dataset (n = 2920) of standardized psychiatric assessments of 
juveniles, resulting from nationwide collaborations with juvenile justice agencies 
(57 sites in 18 states). Via t-test and chi-square analyses demographic, offense, 
and diagnostic characteristics of sexual offenders and nonsexual interpersonal 
offenders were compared. Additionally, logistic regression was applied to examine 
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the relationship between type of trauma exposure and sex offender status, adjusting 
for other significant demographic and diagnostic contributors. 
Chapter 5 reports on a systematic review of evidence-based treatments for children 
exposed to childhood maltreatment. Because exposure to childhood maltreatment 
has been associated with a broad range of trauma-related psychopathology (e.g., 
PTSD, anxiety, suicidal ideation, substance abuse) and with aggressive and violent 
behavior, this chapter describes psychotherapeutic treatments which focus on a 
broad range of psychopathological outcomes. A total of 26 randomized controlled 
clinical trials and seven non-randomized controlled clinical trials (including both 
girls and boys) published between 2000 and 2012 satisfied the inclusionary criteria 
and are described. This chapter concludes with several points of inquiry, which also 
hold relevance for clinical practice.
Because interventions available in the Netherlands either are not aimed 
specifically at trauma-related behavioral problems or have not shown sufficient 
effectiveness, chapter 6, describes the theoretical background and design of a 
stabilization training (Stapstenen) aimed at reducing problematic behavior in this 
vulnerable group.
Finally, chapter 7 presents an overview of the results found in the previous 
chapters and contains a general discussion and conclusion.
Leenarts, L.E.W.
Vermeiren, R.R.J.M.
Van de Ven, P.M.
Lodewijks, H.P.B.
Doreleijers, Th.A.H.
Lindauer, R.J.L.
In press (as a brief report) in Journal of Traumatic Stress.
Relationships between interpersonal 
trauma, symptoms of posttraumatic stress 
disorder and other mental health problems 
in girls in compulsory residential care
Chapter 2
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Chapter 2
Abstract
Objective 
To add to our knowledge, this cross-sectional study examined the relationships 
between exposure to early onset interpersonal trauma, symptoms of posttraumatic 
stress disorder (PTSD) and other mental health problems. A distinction between 
symptoms of PTSD and symptoms of complex PTSD was made. 
Method
Participants were 92 girls (M = 15.9, SD = 1.2) recruited from three JeugdzorgPlus 
facilities. The hypothesized relationships were examined using structural equation 
modeling. 
Results
Two relationships were found, one in which exposure to early onset interpersonal 
trauma was directly related to mental health problems and one in which symptoms 
of PTSD mediated the relationship between exposure to early onset interpersonal 
trauma and mental health problems. However, symptoms of complex PTSD did not 
significantly mediate this relationship. 
Conclusion
These findings have direct implications for rehabilitation efforts in girls in 
compulsory residential care.
Keywords: Comorbidity, Complex PTSD/DESNOS, Theory
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Chapter 2
Introduction
In recent years, researchers have underlined the necessity for treatment of mental 
health problems of girls admitted to compulsory residential treatment facilities 
(Dixon, Howie & Starling, 2005; Nijhof, 2011). Numerous studies have demonstrated 
that up to 90% of girls in compulsory residential settings have experienced various 
forms of interpersonal trauma, such as physical abuse, sexual abuse and exposure to 
violence (Abram et al., 2004; Foy, Ritchie & Conway, 2012; Hamerlynck, Doreleijers, 
Vermeiren & Cohen-Kettenis, 2009; Smith, Leve & Chamberlain, 2006). It has been 
demonstrated that these experiences – particularly when they occurred during the 
early years of life (Keiley, Howe, Dodge, Bates & Pettit, 2001) – are strongly associated 
with the occurrence of multiple mental health problems (e.g., anxiety, depression, 
symptoms of posttraumatic stress disorder (PTSD), aggression, conduct problems 
and oppositional behavior) later in life (Kerig, Ward, Vanderzee & Moeddel, 2009; 
Wasserman & McReynolds, 2011). Although there is some evidence that late onset 
of interpersonal trauma exposure may lead to more harmful outcomes (Conte & 
Schuerman, 1987), a stronger theoretical basis exists from which to hypothesize that 
exposure to early onset interpersonal trauma is related to severe and higher levels 
of mental health problems than the onset of interpersonal trauma exposure at later 
ages (Keiley et al., 2001). In spite of the severity of the mental health problems, only 
little is known about the relationships between exposure to traumatic experiences 
early in life and negative and lasting consequences in this group. 
Posttraumatic stress is an internalizing mental health problem that develops 
as a result of exposure to traumatic events; adolescents who develop symptoms 
of PTSD often demonstrate higher levels of other mental health problems (e.g., 
depression, suicidal ideation, substance abuse/dependency and aggressive behavior) 
compared to those without trauma history and those with trauma history without 
symptoms of PTSD. Moreover, prior studies have suggested that symptoms of PTSD 
often precede other types of mental health problems, and influence their severity 
(Ruchkin, Henrich, Jones, Vermeiren & Schwab-Stone, 2007). For example, Mazza 
and Reynolds (1999) showed that symptoms of PTSD mediate the relationships 
between exposure to violence and suicidal ideation/depression in adolescents.
A limitation in research up until now is the focus on only DSM defined symptoms 
of PTSD, which is characterized by symptoms of re-experiencing, avoidance and 
hyperarousal; whereas youths who are exposed to prolonged and interpersonal 
trauma early in life may present impairments in other domains. The term symptoms 
of complex PTSD attempts to tackle the symptoms that not only incorporate, but 
also extend beyond symptoms of PTSD, and reflects disturbances predominantly in 
affective and interpersonal self-regulatory capacities (e.g., regulation of affect and 
impulses, attention or consciousness, self-perception, one’s view of the perpetrator 
and dissociation) (Cloitre, et al., 2009; Cook et al., 2005; Van der Kolk, 2005). 
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Prior research has already demonstrated that adolescents from a community and 
treatment-seeking sample exposed to interpersonal trauma during their first years 
of life were the most likely to suffer from symptoms of complex PTSD, in addition 
to symptoms of PTSD (Van der Kolk, Roth, Pelcovitz, Sunday & Spinazolla, 2005). 
However, these relationships have – to our knowledge – not been investigated 
extensively in girls in compulsory residential care.
Considering the above and following a study by Kerig et al. (2009); the aim of 
the present study is to evaluate the role of symptoms of PTSD and symptoms of 
complex PTSD – measured continuously – as a potential mediator of the cross-
sectional relationship between exposure to early onset interpersonal trauma and 
other mental health problems in girls in compulsory residential settings. Better 
insight into these relationships is essential for the rehabilitation of this vulnerable 
group (Ruchkin et al., 2007).
Method
Participants
The participants were 92 girls recruited from three JeugdzorgPlus facilities in the 
Netherlands, providing residential care for female adolescents. Girls can be placed 
by a judge in a compulsory residential setting because of their alarming development 
or in order to protect them from themselves or to keep them away from aversive 
influences in their environment, e.g. prostitution, parental psychopathology or 
maltreatment (Hamerlynck et al., 2009; Nijhof, 2011). The girls’ ages ranged from 
13 to 18 years (M = 15.9, SD = 1.2). Based on Statistics Netherlands (CBS; Statistics 
Netherlands, retrieved from: http://www.cbs.nl), over half of the girls had a 
native Dutch ethnic background (58%), 39% was non-Dutch (i.e., Surinamese, 
Moroccan, Antillean, other). For 3% ethnicity was unknown. The girls’ histories 
were characterized by out-of-home placements (55%) (e.g., to other family members 
or foster care), homelessness (28%), police contacts of family members (42%), and 
physical and/or psychological problems of family members (66%). About one third 
of the girls’ mothers (29%) and 17% of their fathers had only finished primary school 
or secondary school, and 21% of the girls’ mothers and 15% of their fathers were 
unemployed or unable to work due to illness or disability.
Assessments 
Interpersonal trauma. In order to elicit the girls’ interpersonal traumatic 
experiences the traumatic experiences component of the Schedule for Affective 
Disorders and Schizophrenia for School-age Children Present and Lifetime Version 
(Kiddie-SADS-PL; Kaufman, Birmaher, Brent, Rao & Ryan, 1996) was used. The 
Kiddie-SADS-PL is a semi-structured diagnostic interview in which exposure to 11 
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trauma types are assessed (e.g., car accident, witness of a violent crime, confronted 
with traumatic news, sexual abuse). It is a valid and reliable semi-structured 
interview (Kaufman, Birmaher, Brent & Rao, 1997). For this study, only the relevant 
items about interpersonal trauma were used (‘witness to or victim of a violent crime’, 
‘witness to or victim of domestic violence’, and ‘sexual abuse’). Information about 
the onset of each corroborated traumatic experience was also recorded. 
Symptoms of PTSD. In order to assess symptoms of PTSD the posttraumatic 
stress subscale of the Trauma Symptom Checklist for Children (TSCC; Briere, 
1996) was used. The TSCC is a self-report measure of trauma-related symptoms; it 
consists of 54 items assessed on a Likert type four-point rating scale ranging from 0 
= never to 3 = almost all of the time. The TSCC generates six main clinical subscales: 
anxiety, depression, anger, posttraumatic stress, dissociation and sexual concerns; 
and two validity scales: hyper-response and under-response. The questionnaire has 
displayed satisfactory psychometric properties in clinically recruited sexually abused 
adolescents (Bal & Uvin, 2009). As the current study investigated the relationship 
between exposure to early onset interpersonal trauma, symptoms of PTSD and 
other mental health problems, only the posttraumatic stress subscale was used 
to assess symptoms of PTSD. The posttraumatic stress subscale consists of items 
reflecting posttraumatic symptoms; whereas for example elevated scores on the 
subscales anxiety and depression may reflect the presence of an anxiety disorder 
or a depressive episode (Briere, 1996). The posttraumatic stress subscale has well-
established clinical cut-off scores (not clinical, subclinical, clinical). However, as 
we were interested in the severity of symptomatology rather than whether or not 
the girls had a clinical score, a continuous scale was used. Cronbach’s alpha for the 
posttraumatic stress subscale in the current study was .89.
Symptoms of complex PTSD. A complex posttraumatic stress index was created 
comprising six items drawn from the Clinician Administered PTSD scale for Children 
and Adolescents (CAPS-CA; Nader et al., 1998) and two items drawn from the UCLA 
Posttraumatic Stress Disorder Index for DSM-IV Adolescent Version (PTSD-I; 
Pynoos, Rodriguez, Steinberg & Stuber, 1998) (Table 1). This index questions the 
frequency with which the girls experience features such as guilt, dissociation and 
impaired relationships with others. Each item is rated on a Likert type five-point 
rating scale ranging from 0 = none of the time to 4 = most of the time. In a sample 
of 289 male and female juvenile delinquents, the alpha coefficient for the complex 
posttraumatic stress index was .73 (Kerig et al., 2009); in the current sample, 
Cronbach’s alpha was .86.
Anxiety and depressive symptoms. Two scales from the Revised Child Anxiety 
and Depression Scale (RCADS; Chorpita, Yim, Moffitt, Umemoto & Francis, 2000) 
were used to assess anxiety and depressive symptoms. The RCADS is a self-report 
questionnaire with 47 items scored on a Likert type four-point rating scale ranging 
from 0 = never to 3 = always. The questionnaire covers six scales, corresponding with 
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the Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition (DSM-IV; 
American Psychiatric Association, 1994) dimensions of anxiety disorders and 
depressive disorder: generalized anxiety disorder, social phobia, separation anxiety 
disorder, panic disorder, obsessive-compulsive disorder, and major depressive 
disorder. The validity and reliability of the RCADS have been investigated, providing 
adequate psychometric properties in a clinical sample (Chorpita, Moffitt & Gray, 
2005). In the current study, Cronbach’s alpha for the subscale anxiety was .96 and 
for the subscale depression .89.
Aggression. Aggression was assessed using the Reactive-Proactive Aggression 
Questionnaire (RPQ) (Raine et al., 2006), a self-report questionnaire developed to 
assess reactive and proactive aggression, and total aggression. The questionnaire 
consists of 23 behavioral items rated on a Likert type three-point rating scale 
ranging from 0 = never to 2 = often. The RPQ has shown good reliability and validity 
(Fossati et al., 2009; Raine et al., 2006). In the current study, the internal consistency 
reliability was .91 for the total aggression scale.
Alcohol/drug problems and suicidal ideation. Alcohol/drug problems and 
suicidal ideation were assessed using the Kiddie-SADS-PL (Kaufman et al., 1996). The 
interview is a valid and reliable semi-structured interview on psychiatric disorders 
listed in the DSM-IV (American Psychiatric Association, 1994). Test-retest reliability 
for the various disorders assessed by means of the Kiddie-SADS-PL has been 
described as good to excellent and concurrent validity and inter-rater agreement 
were reported to be high in a clinical sample (Kaufman et al., 1997). The scores of the 
alcohol/drug screening items were used and classified into two categories: alcohol/
drug problems not present and alcohol/drug problems present. A total scale on 
suicidal ideation was derived from the four screening items about suicidal thoughts 
and behavior. In the current study, Cronbach’s alpha for the alcohol/drug problems 
subscale was .89 and for the suicidal ideation subscale it was .82.
Procedure 
The current study was part of a larger study involving the development and 
effectiveness of a stabilization training for traumatized girls in compulsory 
residential treatment facilities. The study was approved by the Medical Ethics 
Committee of the VU University Medical Center, Amsterdam, the Netherlands. The 
girls who were placed in one of the three facilities were individually approached by 
their treatment coordinator and a member of the research staff, who explained the 
nature of the study and the procedures and collected active informed consent. If the 
girls were under 16 years of age, parental informed consent was obtained as well. 
All girls who were admitted between December 2009 and December 2011 had an 
equal chance of being recruited for the study, with the exception of those who had 
short-term crisis placement and of those whose IQs were lower than 75. A total of 
118 girls were asked to participate. Two girls refused participation and 24 girls were 
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excluded as they could not complete the assessments/interview due to conflicting 
rehabilitation schedules or because of early release or unforeseen transfer to another 
facility. No significant background differences were found between the girls who 
could not complete the assessments and girls with complete assessments; except 
for school level of the fathers, girls’ age and out-of home-placements, e.g., girls with 
incomplete assessments were significant older (p < .05) and had significant more 
out-of-home placements in their past (p < .01) than girls with complete assessments. 
All participants were assessed within the first three months of their stay; the Kiddie-
SADS-PL was administered in an interview format by a trained and experienced 
clinician specialized in the psychological evaluation of trauma victims and the 
other assessment scales were administered by trained research staff. The interviews 
lasted approximately two hours, and the duration of the other assessment scales was 
approximately 45 minutes. A summary of the individual test results was provided to 
the treatment coordinator of the girls who discussed the results with them and – if 
needed and in agreement with the girl and her parents/caregivers – initiated further 
care or treatment.
Statistical analysis
The data were examined using the Statistical Package for Social Science (SPSS, 19.0); 
structural equation modeling was performed using Mplus Version 6.11 (Muthén & 
Muthén, 1998-2012). As a first step in the analyses, the descriptive statistics for the 
study variables and the computed correlations between variables considered in the 
structural equation models were generated. The models were examined with respect 
to four criteria related to structural equation modeling. The first and most important 
criterion was theoretical relevance (Hu & Bentler, 1999). Second, the models were 
evaluated with respect to global fit. Ideally, a model should have a non-significant 
chi-square, indicating the data did not significantly differ from the hypothesized 
model. Furthermore, the Comparative Fit Index (CFI) and Tucker-Lewis Index (TLI) 
should be close to .95. The third criterion was the micro fit index. Adequate fit at 
the micro fit level was indicated by a Root Mean Square Error of Approximation 
(RMSEA). An RMSEA close to .06 suggests an acceptable model fit to the data (Hu & 
Bentler, 1999). The final criterion was parsimony; in choosing the most appropriate 
model, the simplest model is to be preferred (Forster, 2000). In each of the structural 
equation models mediation was assessed by testing for indirect effects by means of 
the product of coefficients method (MacKinnon, 2008) using the MODEL INDIRECT 
statement in Mplus. The p-values for the indirect effects were computed assuming 
normality of the product of the regression coefficients. Bootstrap confidence 
intervals for direct and indirect effects were also computed to check if conclusions 
changed when normality was not assumed.
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Results
Descriptives and correlations
Table 2 shows the frequency of each type of interpersonal trauma exposure. A total 
of 84% of the girls in the present study reported being exposed to more than one 
type of interpersonal trauma in their lives. These girls had been exposed to a mean 
of three different types of interpersonal trauma. A total of 29% of the girls reported 
that at least one interpersonal traumatic event occurred prior to the age of 5; all the 
girls, except one, experienced interpersonal trauma after the age of 5.
The Pearson’s correlations between the variables modeled in the structural 
equation model are presented in Table 3. Early onset interpersonal trauma did 
not correlate significantly with the variables: symptoms of complex PTSD, suicidal 
ideation and alcohol/drug problems. In addition, alcohol/drug problems did not 
correlate significantly with the variables anxiety and depression.
Structural Equation models 
In order to establish a model to best fit the data, it was hypothesized that early 
onset (prior to age 5) of interpersonal trauma exposure would be directly and 
indirectly related to mental health problems. We reasoned that symptoms of PTSD 
would mediate the relationship between early onset interpersonal trauma and 
mental health problems and that entering the variable symptoms of complex PTSD 
into the equation would make the fit of the model better. In addition, given the 
high rates of comorbidity of mental health problems in girls in compulsory care 
(Dixon et al., 2005; Hamerlynck et al., 2009; Wasserman & McReynolds, 2011), we 
expected that the scales of anxiety, depression, aggression, suicidal ideation and 
alcohol/drug problems would form a latent factor. First, the hypothesized model was 
fitted including a direct effect and both indirect effects between the independent 
variable and the dependent variable (χ2(17, N = 92) = 26.61, p = .06, CFI = .97, TLI 
= .95, RMSEA = .08), see Model 1. The direct effect in Model 1 was significant (p 
= .03), and the total indirect effect (p = .03) and the indirect effect through the 
variable symptoms of PTSD (p = .04) were significant as well; however the indirect 
effect through the variable symptoms of complex PTSD was not significant (p = .17). 
Because the correlation between the variables symptoms of PTSD and symptoms 
of complex PTSD was relatively high (.65), we investigated how the total indirect 
effect should be explained. In particular, we were interested to see whether part of 
the effect that in Model 1 was explained through symptoms of PTSD could also be 
explained through symptoms of complex PTSD. To investigate this, a second model 
was fitted, including the direct effect and the indirect effect through the variable 
symptoms of complex PTSD only (χ2(13, N = 92) = 24.06, p = .03, CFI = .94, TLI = 
.90, RMSEA = .10); the direct effect was significant (p = .01) and the indirect effect 
through the variable symptoms of complex PTSD was still not significant (p = .10) 
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(model not shown). To see if the model fit worsened if symptoms of complex PTSD 
was dropped from the starting Model 1, a third model was fitted, including the 
direct effect and the indirect effect through the variable symptoms of PTSD only 
(χ2(13, N = 92) = 20.14, p = .09, CFI = .97, TLI = .95, RMSEA = .08), see Model 3; 
the direct effect (p = .02) and the indirect effect through the variable symptoms of 
PTSD (p = .03) were significant. The fit indices of Models 1 and 3 are comparable. 
For reasons of parsimony Model 3 was adopted as the final model. At the considered 
two-sided significance level of 5% conclusions regarding the presence of direct and 
indirect effects did not change when bootstrapping was used instead of relying on 
the p-values based on the normality assumption.
Discussion 
Following a study into the role of symptoms of PTSD and symptoms of complex PTSD 
on mental health problems by Kerig et al. (2009), the current study investigated 
the relationships between early onset interpersonal trauma and symptoms of 
PTSD, symptoms of complex PTSD and other mental health problems in girls in 
compulsory residential settings. The current findings showed a direct relationship 
between exposure to early onset interpersonal trauma and mental health problems. 
It was found that the relationship between exposure to early onset interpersonal 
trauma and mental health problems was mediated by symptoms of PTSD. Also it 
was found that the variable symptoms of complex PTSD did not significantly mediate 
the relationship between exposure to early onset interpersonal trauma and mental 
health problems. The results of this study are consistent with current insights 
about girls in compulsory care, which posits that when girls involved in compulsory 
residential care suffer from symptoms of PTSD, this typically involves substantial 
other mental health problems. Subsequently, these girls may be at high risk for a 
range of serious problems in the long run (e.g., running away, risky sexual activity), 
and these acting out behaviors may be a possible pathway to delinquency (Ford, 
Chapman, Connor & Cruise, 2012).
Prior research had already suggested that symptoms of PTSD mediates the 
relationship between interpersonal trauma and mental health problems in girls (Buka 
et al., 2001; Kilpatrick et al., 2000; Ruchkin et al., 2007). For example, Ruchkin et al. 
(2007) had demonstrated that symptoms of PTSD fully mediated the relationships 
between violence exposure, and anxiety and depression in girls. Symptoms of PTSD 
has also been found as a pathway linking exposure to interpersonal trauma with 
substance abuse and dependency (Kilpatrick et al., 2000). In the current study, 
as can be seen from Models 1 and 3, no support was found for this relationship. 
Each separate mental health scale except for alcohol/drug problems contributes 
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significantly to the latent variable mental health. However, caution should be taken 
when interpreting this finding, as only the alcohol/drug screening items of the 
Kiddie-SADS-PL were used, and the limited scoring range (two categories) may have 
led to problems concerning reliability. Furthermore, results of the current study 
differ from the findings by Kerig et al. (2009) who reported that symptoms of complex 
PTSD had contributed significantly to the mediating relationship of symptoms of 
PTSD between interpersonal trauma exposure and mental health problems. In the 
current study, against our expectations, no significant mediating role was found 
for symptoms of complex PTSD. This distinct finding may be due to differences in 
the structural equation models considered in the current study and the Kerig study 
(2009). The model of Kerig et al. (2009) includes a latent variable incorporating 
both symptoms of PTSD and symptoms of complex PTSD. Taking into account the 
literature of Cloitre et al. (2009), we reasoned that chronic exposure to interpersonal 
trauma may result in a cluster of symptoms that entails numerous symptoms 
not found in PTSD. It includes a group of symptoms that highlight affective and 
interpersonal self-regulatory disturbances. Therefore in the current study, models 
with separate pathways for symptoms of PTSD and symptoms of complex PTSD 
were considered. Accordingly, it was possible to disentangle the contribution 
of the variable symptoms of complex PTSD and test for indirect effects through 
symptoms of PTSD and symptoms of complex PTSD separately. Furthermore, it 
should be emphasized that the current study only applied a measure of early onset 
interpersonal trauma experienced by participants, and did not take into account 
chronicity or type of interpersonal trauma. Although, Van der Kolk et al. (2005) 
found early onset of interpersonal trauma, to be related to symptoms of complex 
PTSD; the inter-relatedness of onset, chronicity and type of interpersonal trauma 
may be of relevance in predicting symptoms of complex PTSD (Roth, Newman, 
Pelcovitz, Van der Kolk & Mandel, 1997).
When interpreting the results of this study, several limitations need to be 
addressed. First, for this study we used the same complex posttraumatic stress index 
as used in the Kerig study (2009). This scale is however just a rough approximation 
of symptoms of complex PTSD; it was made by using items from existing validated 
measurements, such as the CAPS-CA and PTSD-I, that assess what DSM-IV 
(American Psychiatric Association, 1994) refers to as ‘associated symptoms’ that 
are most often seen in those who have experienced interpersonal trauma. This 
approximation certainly does not cover the entire range of symptoms of complex 
PTSD decribed by Cloitre et al. (2009). But no widely accepted assessment has yet 
been devised for youth. Second, a common methodological difficulty in the research 
on trauma concerns the reliance on participants’ self-reports only. Retrospective 
recall of traumatic events may be unreliable; several studies demonstrate that 
exposure to trauma, particularly exposure early in life, has negative consequences on 
successful memory functioning (Stein, Hanna, Vaerum & Koverola, 1999; Kaplow, 
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Saxe, Putnam, Pynoos & Lieberman, 2006). Third, although the assessments in the 
current study (Kiddie-SADS-PL, TSCC, complex posttraumatic stress index, RCADS, 
RPQ) have been validated/utilized in ethnic subgroups by previous studies (Briere, 
1996; Chorpita et al., 2005; Green et al., 2012; Kerig et al., 2009; Raine et al., 2006), 
it is likely that there were racial/ethnic-related differences in responses between 
the ethnic subgroups (due to e.g., different interpretation of questions, cultural 
context that may influence interpretation of behaviors, variety of phenomenology 
of symptoms across racial/ethnic groups; Green et al., 2012). Fourth, some overlap 
exists between the symptoms of PTSD and the other mental health problems defined 
in the structural equation models. For example, with both symptoms of depression 
and symptoms of PTSD, there may be decreased interest in activities, sleep 
disturbance, restricted range of affect, and decreased concentration. In addition, 
decreased concentration, irritability, and sleep disturbance are also diagnostic 
criteria of generalized anxiety disorder (American Psychiatric Association, 1994). 
The overlap between symptoms of PTSD and the other mental health problems may 
have influenced the relationships found in the current study. Furthermore, as the 
current study used a relatively small sample drawn from three compulsory residential 
treatment facilities in the Netherlands, the findings are only generalizable to girls in 
comparable settings, characterized by the same problematic histories and multiple 
mental health problems. Finally, the small N for interpersonal trauma prior to age 
five (29%) may limit interpretations of the findings to associations.
Despite these limitations, the current study allows to formulate a number of 
recommendations for clinical practice. As early life trauma is associated with 
significant pathological consequences (Keiley et al., 2001), treatment of the 
consequences of underlying trauma is essential for the rehabilitation of girls in 
compulsory residential treatment facilities. Therefore, compulsory residential 
treatment facilities should provide (trauma-focused) gender-specific programs that 
contain family support services, education, job training, counseling and health 
services (Ford et al., 2012). In addition, findings from the present study have the 
potential to guide prevention efforts, by identifying those who are at the greatest 
risk (those exposed to early onset interpersonal trauma) for negative outcomes.
In addition to these recommendations for clinical practice, the current study 
results in a number of recommendations for future research. Prospective longitudinal 
studies are needed in order to definitely test the hypothesis that symptoms of PTSD 
represents an explicit mechanism for the development of mental health problems 
in girls in compulsory residential settings. Also, further research is needed to create 
a clear definition of the symptoms of complex PTSD. The symptoms of complex 
PTSD were conceptualized to describe the alterations in functioning of individuals 
exposed to chronic trauma, which could not be captured in the symptoms of PTSD. 
Cook et al. (2005) describe seven domains of impairment: attachment, biology, 
affect regulation, dissociation, behavioral regulation, cognition, and self-concept. 
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Herman (1992) and Cloitre et al. (2009) define six domains of impairment: 
regulation of affect and impulses, attention or consciousness, self-perception, one’s 
view of the perpetrator, relations with others, and system of meaning. In addition, 
in an attempt to more clearly delineate what chronically trauma exposed children 
suffer from, Van der Kolk (2005) has started to conceptualize a new diagnosis called 
developmental trauma disorder. Evidently, further research is needed to develop a 
consistent clinically relevant definition of symptoms of complex PTSD.
Table 1
Complex posttraumatic stress index
Did you think that some part of what happened was your fault?
Did you feel afraid that the bad thing would happen again?
Did you think that what happened was not as bad for you as it was for the other people there?
Did you feel ashamed or embarrassed about what happened?
Did you feel spacey or like you had gone away in your mind?
Did you feel like strange things were happening and you did not know if they were real or not?
Did you feel like you were not in your body but were watching yourself from outside your body?
Did you feel worried about being away from important people in your life?
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Table 2
Frequency of interpersonal traumatic events experienced by girls
Type Frequency Percent (%)
Witness to violent crime 66 72
Victim of violent crime 56 61
Witness to domestic violence 57 62
Victim of domestic violence 51 55
Sexual abuse 54 59
Table 3
Correlations between variables modeled in the structural equation model
Variable 1 2 3 4 5 6 7 8
1 Early onset interpersonal trauma -
2 Symptoms of PTSD .21* -
3 Symptoms of complex PTSD .17 .66** -
4 Anxiety .25** .83** .65** -
5 Depression .39** .72** .53** .80** -
6 Aggression .23* .29** .28** .28** .26** -
7 Suicidal ideation .06 .41** .36** .39** .41** .21* -
8 Alcohol/drug problems .03 .24* .34** .14 .18 .46** .29* -
Note. *p < .05, **p < .01.
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Model 1
Structural equation model of early interpersonal trauma exposure, symptoms of PTSD and 
complex PTSD and mental health problems. 
Note. *p < .05, **p < .01, ***p < .001.
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Abstract
Objective 
The first objective of the current study was to examine the relationship between 
childhood maltreatment, trauma-related symptoms and motivation for treatment 
in girls in compulsory residential treatment facilities. The second objective was to 
examine the extent to which various forms of childhood maltreatment, trauma-
related symptoms and motivation for treatment predicted (time to) dropout from 
these facilities. 
Method 
Participants were 154 adolescent girls recruited from three JeugdzorgPlus settings in 
the Netherlands. In order to examine the relationships, a series of multiple linear 
regression models, logistic regression with multiple imputation and competing risk 
regression analyses were conducted. 
Results
Girls with a non-Dutch ethnic background or a younger age reported significantly 
higher levels of distress. Furthermore, girls with a history of emotional abuse were 
more prepared to engage in treatment. In addition, internalizing symptoms (e.g., 
anxiety and depression) significantly predicted the girls’ level of distress; symptoms 
of dissociation predicted their doubts about treatment. Logistic regression analyses 
with multiple imputation and competing risk regression analyses revealed no 
significant predictors for (time to) dropout. 
Conclusion
The findings suggest that clinicians and therapists should focus on experiences 
of emotional abuse, traumatic symptoms and treatment motivation in girls in 
compulsory residential care settings.
Keywords: Compulsory residential care, Girls, Childhood maltreatment, Trauma-
related symptoms, Motivation for treatment, Dropout
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Introduction
Compulsory residential care (JeugdzorgPlus) can be regarded as the most restrictive 
and intensive type of treatment service in youth care. In the Netherlands, youths 
can be placed in such facilities under coercion by a judge because of their worrisome 
development, in order to protect them from themselves or to keep them away 
from adverse influences from their environment, e.g. prostitution, parental 
psychopathology, or maltreatment (Hamerlynck et al., 2009; Nijhof, 2011). As 
youths often enter these facilities hardly aware of their own problems and as they 
are resistant to change, a lack of motivation for treatment is common in these 
young people (Harder, Knorth & Kalverboer, 2012; Van Binsbergen, 2003). As a 
consequence, dropping out from care seems to be fairly common among them; 
it is estimated that about 24% of youths in compulsory residential care drop out 
(e.g., running away or not returning from leave; Boendermaker, 1998; Harder et al., 
2012; Lodewijks, 2007). The dropout rate is even higher for girls, as being female 
has been identified as a significant contributor to dropout by running away from 
residential care (Sunseri, 2003). The high prevalence of dropout from residential 
care is alarming, because youths who drop out of care show more negative outcomes 
on individual, school, home and community functioning than youths who do not 
drop out (Robbins, Turner, Alexander & Perez, 2003). In addition, running away 
from residential care puts youths at serious risk of (re)victimization (e.g., presence 
in places where criminal activity occurs, sexual exploitation) which in turn may 
result in symptoms of traumatic stress (Courtney & Zinn, 2009; Thompson, Maccio, 
Desselle & Zittel-Palamara, 2007).
An extensive body of research has documented that motivation for treatment 
is an important predictor of continuation of engagement in treatment (Harder 
et al., 2012; Orlando, Chan & Morral, 2003; Rosenkranz, Henderson, Muller & 
Goodman, 2012; Van Binsbergen, Knorth, Klomp & Meulman, 2001). For example, 
Karver, Handelsman, Fields and Bickman (2005) state that youths who are willing 
to participate in treatment are less likely to drop out of treatment. 
Motivation for treatment refers to willingness to seek help and preparedness to 
engage in treatment activities, and to act in accordance with a treatment program 
(DiClemente, Schlundt & Gemmell, 2004). The readiness to actually change behavior 
can develop prior to or during treatment (Prochaska, 1995). Research has shown 
that individual characteristics of youths, such as age, type and severity of problems, 
and problem recognition, are related to the level of motivation for treatment 
(Englebrecht, Peterson, Scherer & Naccarato, 2008; Rosenkranz, et al., 2012). For 
example, younger age was associated with lower levels of motivation for treatment 
(Rosenkranz et al., 2012), and youths with internalizing behavioral problems had 
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been found to be more motivated to change their internal discomfort than youths 
with externalizing behavioral problems (DiGiuseppe, Linscott, & Jilton, 1996). 
Exposure to childhood maltreatment and posttraumatic stress is extremely 
common in youths who are in compulsory residential care; numerous studies have 
demonstrated that up to 90% of youths in compulsory residential settings have 
experienced various forms of childhood maltreatment and about a quarter meet 
diagnostic criteria for posttraumatic stress disorder (PTSD; Abram et al., 2004; Kerig, 
Ward, Vanderzee & Moeddel, 2009; Ruchkin, Schwab-Stone, Koposov, Vermeiren & 
Steiner, 2002; Wasserman & McReynolds, 2011; Wood, Foy, Layne, Pynoos & James, 
2002). Compared to boys, girls demonstrate more PTSD symptoms and problems 
related to depression, anxiety, somatic complaints and suicidal thoughts, even after 
controlling for variables such as the severity and magnitude of the traumatic events 
(Hussey, 2008; Kerig et al., 2009). Childhood maltreatment and posttraumatic stress 
may lead to a range of motivation problems; in particular posttraumatic stress may 
cause feelings of distrust, doubt about the value of treatment and fear of facing 
emotions (Greenwald, 2009). However, knowledge about the relationship between 
childhood maltreatment, trauma-related symptoms and motivation for treatment 
among youths in compulsory residential treatment facilities is currently lacking 
(Greenwald, 2009; Rosenkranz et al., 2012).
Given that girls are more likely to have experienced childhood maltreatment 
and to develop posttraumatic stress than their male counterparts (Dixon, Howie 
& Starling, 2005; Kerig et al., 2009), the first objective of the current study was 
to examine the relationship between childhood maltreatment, trauma-related 
symptoms and motivation for treatment among girls in compulsory residential 
treatment facilities. The second objective was to examine the extent to which various 
forms of childhood maltreatment, trauma-related symptoms and motivation for 
treatment predicted (time to) dropout of the residential treatment facilities. As 
demographics, a history of out-of-home placements and homelessness have been 
identified by previous studies (e.g., Abbey, Nicholas & Bieber, 1997; Sunseri, 2003) 
as related to motivation for treatment and dropout, these factors were also included 
in the analyses. Gaining greater understanding of associations between trauma, 
symptoms, motivation and dropout is essential for developing effective treatment 
strategies for enhancing girls’ retention in treatment, and eventually helping them 
recover from their severe mental health problems.
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Method
Participants
The participants were 154 girls, recruited from three compulsory residential 
treatment facilities (JeugdzorgPlus; LSG-Rentray in Almelo and Eefde, and De 
Lindenhorst in Zeist) in the Netherlands. The girls’ ages ranged from 13 to 18 
years (mean = 16.0, SD = 1.2). Over half of the girls had a Dutch ethnic background 
(51%), almost half (46%) had a non-Dutch ethnic background (e.g., Surinamese, 
Moroccan, Antillean), and the ethnic background of only a few (3%) was unknown. 
The girls’ histories were characterized by several out-of-home placements (e.g., to 
other family members or foster care; 60%), homelessness (30%), police contacts of 
family members (45%), and histories of physical or psychological problems of family 
members (62%). About one third of the mothers (31%) and 19% of the fathers had 
only finished primary or secondary school, and up to 19% of the mothers and 13% 
of the fathers were unemployed or unable to work because of sickness or disability.
Procedure 
The current study was part of a larger study involving the development and 
effectiveness of a stabilization training Stapstenen for traumatized girls in 
compulsory residential treatment facilities. Stapstenen is a stabilization training for 
12 to 18-year-old girls who are severely traumatized. The training is designed for girls 
who are not able to control their behavior and/or display high levels of avoidance. 
Stapstenen is based on psycho-education and (non-exposure) cognitive behavioral 
treatment (Leenarts, Kroneman, Beer, Doreleijers & Lindauer, 2012). LSG-Rentray 
and De Lindenhorst are JeugdzorgPlus institutions offering treatment for girls in a 
secured setting. The three facilities were involved in the study as they requested to 
implement an evidence-based stabilization training. To study the effectiveness of 
Stapstenen a nonrandomized approach was used. The recruitment of the control 
and experimental condition occurred in two separate phases, in the first phase the 
control group was recruited and in the second phase recruitment of the experimental 
group took place. The control group received treatment as usual and recruitment 
took place from September 2009 until August 2012 (sample of the current study). 
Recruitment of experimental group will start in May 2013, this group will receive 
the Stapstenen training.
All girls who were admitted to one of the three facilities between September 
2009 and August 2012 were asked to participate (N = 156) (control group), with the 
exception of those who had a short-term crisis placement and those who had an IQ 
lower than 75. The girls were individually approached by their treatment coordinators 
and a member of the research staff, who explained the aims and the nature of the 
study. Following Dutch legislation, active informed consent was collected and, if the 
girls were younger than age 16, parental informed consent was obtained as well. Two 
42
girls refused participation. It is important to note that due to conflicting schedules 
all girls were assessed at different time points after facility intake; however, all girls 
were assessed within three months after intake.
Information about dropping out was collected in October 2012 via the digital 
information systems of the participating facilities. The study was approved by the 
Medical Ethics Committee of the VU University Medical Center, Amsterdam, the 
Netherlands. 
Assessments
Demographics. Girls reported age at time of study enrollment, race/ethnicity, and 
whether they had a history of out-of-home placements and homelessness. History of 
out-of-home placements and homelessness were assessed on a Likert type five-point 
rating scale ranging from 1 = never true to 5 = very often true. Information about 
time between entrance into the facility and point of assessment was calculated 
by subtracting date of entrance into the facility from date of assessment. Time of 
entrance was collected via the facility’s intake staff person.
Childhood maltreatment. In order to elicit the girls’ histories of maltreatment, 
they completed the Dutch version (Thombs, Bernstein, Lobbestael & Arntz, 2009) of 
the Childhood Trauma Questionnaire (CTQ; Bernstein & Fink, 1998). The CTQ is a 
self-report questionnaire about histories of abuse and neglect which consists of 28 
items assessed on a Likert type five-point rating scale ranging from 1 = never true 
to 5 = very often true. The questionnaire yields scores for childhood physical abuse, 
emotional abuse, physical neglect, emotional neglect, and sexual abuse as well as 
a minimization/denial scale. Earlier research on this questionnaire in Dutch adult 
(Thombs et al., 2009) and adolescent (Bernstein, Ahluvalia, Pogge & Handelsman, 
1997; Bernstein et al., 2003) psychiatric samples, revealed satisfactory psychometric 
characteristics. In the current study, Cronbach’s alpha of the subscales ranged from 
.64 to .93 (mean = .80). The CTQ variables were dichotomized, as we were interested 
in whether or not the girls had a history of abuse and neglect, rather than the 
severity of maltreatment.
Trauma-related symptoms. The Dutch version (Bal & Uvin, 2009) of the 
Trauma Symptom Checklist for Children (TSCC; Briere, 1996) was used to assess 
trauma-related symptoms. The TSCC is a self-report questionnaire about trauma-
related symptoms; it consists of 54 items assessed on a Likert type four-point rating 
scale ranging from 0 = never to 3 = almost all of the time. The TSCC generates six main 
clinical subscales: anxiety, depression, anger, posttraumatic stress, dissociation, and 
sexual concerns as well as two validity scales: hyper-response and under-response. 
The Dutch questionnaire has displayed satisfactory psychometric properties in 
clinically recruited sexually abused adolescents (Bal & Uvin, 2009). In the current 
study, Cronbach’s alpha of the subscales ranged from .71 to .90 (mean = .83), except 
for the hyper-response scale, the alpha of this scale being .50. Because an alpha lower 
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than .60 can be considered insufficient (Kline, 1999), we did not include the hyper-
response scale in our analyses. 
Treatment motivation. To assess motivation for treatment, The Nijmegen 
Motivation List 2 (NML2; Keijsers, Schaap, Hoogduin, Hoogsteyns & De Kemp, 1999) 
was used. The NML2 is a self-report questionnaire, which consists of 34 items. The 
respondent rates the questions on a Likert type five-point rating scale ranging from 
1 = not at all applicable to 5 = highly applicable. The NML2 generates three subscales: 
preparedness to engage in treatment, level of distress, and doubt about treatment. 
Preparedness expresses the preparedness to actively invest in treatment and to make 
sacrifices. Level of distress refers to the level one suffers from own symptoms (e.g., 
my problems make me feel unhappy). Doubt refers to doubt about the investment 
in treatment, the treatment itself, and the probability of gaining from it. The three 
subscales are positively related to a total score for motivation for treatment, a high 
score on the three subscales indicates a high total score for motivation for treatment 
(Keijsers et al., 1999). It should be noted that low scores on the scale doubt mean high 
levels of doubt, high scores on this scale mean low levels of doubt. The psychometric 
properties of the NML2 have been found to be adequate for research purposes with 
youths in the juvenile justice system (Verdonck & Jaspaert, 2009). In the current 
study, Cronbach’s alpha of the subscales ranged from .63 to .86 (mean = .72).
Dropout. Information about dropout was collected via the facilities’ digital 
information systems. Data on dropout consisted of a total of five possible outcomes: 
‘client left: runaway’, ‘judge did not extend stay’, ‘transfer to another facility’, 
‘regular termination: end of treatment’, and ‘stay not terminated: adolescent is still 
a resident’. Girls who terminated their stay by running away (‘client left: runaway’) 
were identified as dropouts. It is important to note, that the group who was identified 
as ‘runaway’ consisted of those who ran away and stayed away more than 14 days, 
and as a result of this were discharged from the facility.
Statistical analysis 
To meet the first objective of the current study (using Statistical Package for 
Social Science, SPSS, 19.0), we computed correlations between demographics, 
childhood maltreatment, trauma-related symptoms and treatment motivation 
scales (preparedness, level of distress, doubts). Next, we conducted a series of multiple 
linear regression models that regressed preparedness, level of distress and doubts 
scores on demographics, childhood maltreatment and trauma-related symptoms 
that were shown to be statistically related (p < .20) with the treatment motivation 
scale in univariate regression analyses. Blocks of independent variables were entered 
sequentially. The first block contained demographic variables, followed by blocks 
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with variables relating to childhood maltreatment (2nd block) and trauma-related 
symptoms (3rd block), respectively. 
Logistic regression was used to identify possible predictors for dropout. 
Predictors considered were demographics, childhood maltreatment, trauma-related 
symptoms and motivation for treatment scores. As some of the girls were still in 
the facilities at the end of follow-up, we performed multiple imputation to impute 
the dependent variable for these girls. A total of 10 datasets were imputed using an 
imputation model that included all predictors for dropout considered. In addition, 
the imputation model included two variables that were hypothesized to be related to 
missingness: the time between start of residence time and follow-up, and the total 
number of uninterrupted stays during their residence time (as some girls left the 
treatment facility to return later to continue their stay). In addition, competing risk 
regression analyses were performed to identify variables associated with the time 
to dropout. Competing risk regression was used rather than Cox regression to take 
into account competing events that are mutually exclusive with dropout. Competing 
events considered were ‘judge did not extend stay’, ‘transfer to another facility’ and 
‘regular termination: end of treatment’. Girls who were still residing in the facilities 
at the end of follow-up were considered censored. For girls whose residence time 
was interrupted for some period, only the first (uninterrupted) part of their stay 
was considered for the competing regression analysis. Logistic regression analyses 
with multiple imputation and competing risk regression analyses were performed 
in Stata 12.0.
Results
Pearson’s correlations between demographic characteristics, trauma and trauma-
related symptoms (see Table 1) revealed that emotional abuse was the type of 
maltreatment that was most strongly related to motivation. Further, trauma-
related symptoms were found to be associated with motivation; particularly 
strong correlations were found between symptoms and level of distress. Table 2 
presents the models predicting motivation for treatment (preparedness, level of 
distress and doubts). The first two steps of the models are presented in the text 
only. The first model considered preparedness. The first step, considering ethnicity 
only, did not significantly predict preparedness [F(1,147) = 2.52, p = .12; R2 = .02]. 
Step 2, considering ethnicity and childhood maltreatment, significantly predicted 
preparedness [F(3,145) = 4.84, p < .01; R2 = .09]. Youths with a history of emotional 
abuse were more likely to be prepared to engage in treatment (β = .29, p < .01). 
In the third step (Table 2, Model 1), adding trauma-related symptoms, the final 
model significantly predicted preparedness, with a small improvement in explained 
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variance compared to step 2 [F(10,138) = 2.64, p < .01; R2 = .16]. The contribution of a 
history of emotional abuse remained marginally significant (β = .19, p = .05), whereas 
trauma-related symptoms were not contributory to preparedness.
Next, we predicted level of distress. The first step, considering demographics only, 
significantly predicted level of distress [F(3,145) = 5.63, p < .01; R2 = .10]. Youths 
with a Dutch ethnic background were more likely to have a higher level of distress 
than youths with a non-Dutch ethnic background (β = .23, p < .01); and youths who 
were often placed out of home in the past were more likely to have a higher level of 
distress (β = .21, p < .05). In addition, younger children were more likely to have a 
higher level of distress (β = -.18, p < .05). The second step, including demographics 
and childhood maltreatment, significantly predicted level of distress [F(7,141) = 4.49, 
p < .001; R2 = .18], with a small improvement in explained variance compared to step 
1. The contributions of ethnicity (β = .21, p < .01) and age (β = -.21, p < .01) remained 
essentially unchanged; whereas, a history of out-of-home placements no longer 
contributed significantly to level of distress. Youths with a history of emotional 
abuse were more likely to have a higher level of distress than those who were not 
emotionally abused (β = .23, p < .05). In the third step (Table 2, Model 2), trauma-
related symptoms made additional contributions to level of distress [F(14,134) = 
15.71, p < .001; R2 = .62], with a large improvement in explained variance compared 
to the first two steps. Ethnicity and age still contributed significantly to level of 
distress. In addition, youths with severe symptoms of anxiety (β = .32, p < .01), 
depression (β = .32, p < .01) and dissociation (β = .22, p < .05) were more likely to 
have a higher level of distress.
Finally, we predicted doubts. It should be noted that low scores on this scale mean 
high levels of doubts, high scores on this scale mean low levels of doubts. The first step, 
considering history of out-of-home placements and homelessness only, significantly 
predicted doubts [F(2,151) = 4.62, p < .05; R2 = .06]. Youths who were often placed out 
of home in the past (β = -.22, p < .01) were more likely to have doubts about treatment 
than youths who were not. Homelessness did not contribute significantly to doubts. 
The second step, adding childhood maltreatment, significantly predicted doubts 
[F(7,146) = 2.17, p < .05; R2 = .09], with the contribution of out-of-home placements 
essentially unchanged (β = -.18, p < .05), and a small improvement in explained 
variance. Childhood maltreatment did not contribute significantly to doubts. The 
third step, considering history of out-of-home placements and homelessness, 
childhood maltreatment, and trauma-related symptoms, significantly predicted 
doubts [F(14,139) = 2.60, p < .01; R2 = .21]. History of out-of-home placements, 
homelessness, and childhood maltreatment did not contribute significantly to 
doubts, whereas symptoms of dissociation did. Youths with severe symptoms of 
dissociation (β = -.42, p < .01) were more likely to have doubts about treatment.
As details about the time between start of residence and follow-up, and reasons 
for termination of stay were not available for one girl, the analyses regarding dropout 
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were limited to 153 girls. The number of girls who ended their first uninterrupted 
stay by dropping out was 23 (15%). One girl was transferred to another facility 
but dropped out after return, resulting in a total number of girls dropping out of 
24 (16%). A total of 97 (63%) ended their stay without dropping out. The other 32 
(21%) were still residents at the end of follow-up and their outcome was considered 
missing in the logistic regression analyses and censored in the competing risk 
regression analyses. Because of the small number of dropouts observed, we only 
performed univariate logistic and competing risk regression analyses. Univariate 
logistic regression analyses did not reveal significant predictors for dropping out 
at the 5% significance level (lowest p-value was .08 for emotional abuse; with an 
estimated odds ratio of 2.55, 95% confidence interval ranging from .91 to 7.16). In the 
competing risk regression analyses none of the predictors considered was found to 
be associated with the time to dropout (lowest p-value was .25 for anger).
Discussion
The current study examined factors related to motivation for treatment and dropout 
in girls in compulsory treatment facilities. As scholars (Boendermaker, 1998; 
Greenwald, 2009; Harder et al., 2012; Lodewijks, 2007; Rosenkranz et al., 2012; Van 
Binsbergen, 2003) have suggested that childhood maltreatment and trauma-related 
symptoms may lead to a range of motivation problems and dropping out of care, we 
focused on histories of childhood maltreatment and trauma-related symptoms. The 
results demonstrate that several demographic variables predicted motivation for 
treatment scores. We found that girls with a non-Dutch ethnic background and a 
younger age reported significantly higher levels of distress. Prior studies identifying 
predictors of residential treatment outcomes for youths have demonstrated that 
younger youths at admission are more likely to have higher levels of clinical severity 
(e.g., Boyer, Hallion, Hammell & Button, 2009), which may explain why we found 
that younger females are more likely to experience higher levels of distress.
It was also found that a history of out-of-home placements predicted level of distress 
when considering demographics only, and predicted doubt about treatment when 
considering demographics and childhood maltreatment. Out-of-home placements 
and separating children from their biological parents may have detrimental effects 
on children’s functioning (Bowlby, 1969; Taussig & Clyman, 2011). For example, 
Anderson (2011) found that youths with histories of out-of-home placements were 
at increased risk for depressive symptoms, which subsequently increased their risk 
for suicidal ideation. As out-of-home placements no longer predicted level of distress 
and doubt when emotional abuse, anxiety, depression or dissociation were taken into 
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account, the relationship between out-of-home placements and motivation seems to 
be mediated by emotional abuse and trauma-related symptoms.
Furthermore, consistent with Rosenkranz et al. (2012), emotional abuse was 
the type of maltreatment that contributed to treatment motivation most strongly, 
compared to other types. It is noteworthy that a type of maltreatment that does not 
involve direct physical violence contributed positively to motivation for treatment 
most strongly. An explanation for this finding may be found in the harmful impact 
of emotional abuse. Prior research has documented that although emotional abuse 
does not involve direct physical violence, this type of maltreatment has a more 
devastating effect on children’s development and functioning than types of abuse 
that consist of direct physical violence (Hart, Binggeli & Brassard, 1997; Tanaka, 
Wekerle, Schmuck, Paglia-Boak, 2011). Therefore, the finding that emotional abuse 
predicted motivation for treatment more strongly than other types of maltreatment 
may indicate that girls exposed to emotional abuse experience greater distress and 
therefore are more willing to engage in treatment (Rosenkranz et al., 2012).
Girls who reported internalizing symptoms, including anxiety, depression and 
dissociation, were more likely to experience higher levels of distress, than those 
without or with fewer internalizing problems. It is well documented that adolescents 
generally are more willing to change their internalizing problems than their 
externalizing problems (DiGiuseppe et al., 1996; Phares & Danforth, 1994). Further, 
we found that girls with dissociative symptoms were more likely to have doubt about 
treatment, which may be explained by findings on the link between early childhood 
insecure attachment and dissociative symptoms in adolescence (Nilsson, Holmqvist 
& Jonson, 2011). Factors in the family environment such as lack of control and care, 
verbal abuse, inconsistent discipline, and absence of warmth from caregivers have 
been found to be significantly related to insecure attachment styles, which in turn 
is related to dissociative symptoms in adolescence (Bowlby, 1973; Dutra, Bureau, 
Holmes, Lyubchik & Lyons-Ruth, 2009; Liotti, 2006; Nilsson, et al., 2011). Whereas 
securely attached children develop the ability to turn to a secure attachment figure 
when emotional regulation and safety is needed, insecurely attached children do 
not (Allen & Miga, 2010). Thus, given that insecure attachment and dissociative 
symptoms are associated, it is reasonable that children with dissociative symptoms 
will have more doubt about seeking safety and emotional regulation in treatment. 
Against our expectations, the current study found no significant predictors for 
(time to) dropout. Contrary to findings from previous research of noncompulsory 
clinical samples (Robbins et al., 2003; Sunseri, 2003), we did not find that a 
history of childhood maltreatment was associated with dropout. Dropping out 
of treatment by running away may be explained by externalizing symptoms and 
antisocial behavior (Abbey et al., 1997; Sunseri, 2003), rather than by internalizing 
symptoms. For example, Sunseri (2003) found that having a criminal record 
contributed significantly to running away from compulsory residential care. In 
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addition, oppositional behavior, substance use/abuse, lying/cheating, stealing and 
prostitution or pimping significantly predicted dropout. Therefore, future research 
should focus on externalizing and antisocial behavior when investigating predictors 
for (time to) dropout due to running away from residential care. We should note that 
our findings should be interpreted with caution as low power due to the relatively 
small number (15%) of dropouts may have influenced the results. Further, the finding 
that motivation for treatment did not contribute to dropout may be explained by 
the possibility that the girls’ motivation for treatment changed over time (between 
time of assessment and dropout). 
Several limitations should be noted. First, the study design did not permit an 
assessment of the girls’ levels of motivation at more than one point in time. For 
example, Kelly, Urbanoski, Hoeppner and Slaymaker (2012) found that the level of 
treatment motivation in addicted young adults was high at intake, but decreased 
during residential treatment. This might explain why we did not find an association 
between motivation, which was assessed at different time points after facility intake 
(within three months), and dropout. However, in the present study we did not find 
an association between motivation and time between entrance into the facility and 
assessment. Another limitation is that the current study did not take into account 
the relationship between the girls and therapist/staff; even though it is generally 
recognized that such relational aspects are important and influence the overall 
treatment process (e.g., treatment adherence, perceived treatment satisfaction and 
clinical outcomes; Harder et al., 2012; Holmqvist, Hill & Lang, 2007). Furthermore, 
although early childhood insecure attachment plays an important role in the 
development of dissociative symptoms in adolescence (Nilsson et al., 2011) we did 
not assess attachment styles. 
Despite these limitations the current study leads us to formulate a number of 
recommendations for future research, which also hold relevance for clinical practice. 
Since adolescents in compulsory residential care often drop out by not returning 
from their leave (Lodewijks, 2007), future research should investigate if going on 
leave influences the girls’ treatment motivation. It is likely that treatment motivation 
decreases when girls meet up again with their former friends or boyfriend, or with 
their family, or use drugs during their leave (Van Binsbergen, 2003). Furthermore, 
two concepts of motivation can be defined: motivation for treatment and motivation 
for change. In the current study motivation was conceptualized as motivation for 
treatment. As judges often coerce the studied population into treatment programs, 
and the motivation to actually change behavior can occur preceding or during 
treatment (Prochaska, 1995), future research should also address the role of 
motivation for change. Lastly, as dissociation in adolescence has been associated with 
insecure attachment in early childhood (Nilsson et al., 2011), future research should 
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focus on attachment styles in these girls and the relationship with motivation for 
treatment.
In conclusion, the current study contributes to the body of research examining 
motivation for treatment in youths in compulsory residential care. Our study showed 
that several demographic variables, trauma-related symptoms, and emotional abuse 
were associated with motivation for treatment in girls in compulsory residential 
care. Trauma and internalizing problems in juvenile justice girls are considerable 
(Dixon et al., 2005), they appear to be related to treatment motivation, as we found 
in the present study, and are related to adverse outcomes for these girls (Rosenkranz, 
et al., 2012). Although these girls are primarily referred to these residential settings 
for their externalizing problems, practitioners should also focus on emotional abuse 
and internalizing problems during the treatment process of these youths. 
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Table 1
Correlations betw
een dem
ographics, m
altreatm
ent, traum
a-related sym
ptom
s and m
otivation for treatm
ent
Variable
1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
1 Age
-
2 Race/ethnicity
.03
-
3 Out-of-home placements
.02
-.23**
-
4 Homelessness
.04
-.11
.29**
-
5 Entrance facility/point
of assessment
.16*
.03
.23**
.12
-
Childhood maltreatment (CTQ)
6 Physical abuse 
-.01
-.06
.20*
.16*
.16*
-
7 Emotional abuse 
.13
.06
.25**
.14
.23**
.47**
-
8 Physical neglect 
.04
.06
.29**
.16
.23**
.32**
.44**
-
9 Emotional neglect 
.04
.14
.17*
.24**
.1
.30**
.43**
.48**
-
10 Sexual abuse 
-.03
-.11
.17*
.12
.18*
.16
.27**
.17*
.20*
-
11 Minimization/denial 
-.06
-.15
-.12
-.01
-.14
-.12
-.18*
-.26**
-.38**
-.02
-
Trauma-related symptoms (TSCC)
12 Anxiety 
.01
.02
.31**
.18*
.2*
.22**
.38**
.25**
.19*
.20*
-.08
-
13 Depression 
-.07
.01
.27**
.18*
.05
.26**
.37**
.31**
.26**
.25**
-.07
.76**
-
14 Anger 
-.09
-.11
.28**
.26**
.07
.25**
.30**
.16*
.08
.23**
-.01
.55**
.63**
-
15 PTS
.04
.01
.28**
.26**
.16*
.21*
.37**
.26**
.18*
.24**
-.04
.82**
.75**
.57**
-
16 Dissociation 
-.01
.07
.29**
.21**
.07
.21**
.35**
.21*
.17*
.20*
-.03
.76**
.77**
.62**
.76**
-
17 Sexual concerns 
.01
-.09
.14
.28**
.1
.32**
.21**
.14
.14
.30**
.02
.40**
.53**
.53**
.42**
.52**
-
18 Under-response 
.05
-.00
-.16
-.22**
-.01
-.16*
-.31**
-.16*
-.08
-.15
.07
-66**
-.56**
-.62**
-.69**
-.61**
-.37**
-
Motivation for treatment 2 (NML2)
19 Preparedness
-.09
.13
-.05
-.09
-.08
.12
.26**
.02
-.04
.01
.07
.29**
.30**
.17*
.31**
.28**
.15
-.28**
-
20 Level of distress
-.19*
.18*
.15
-.03
.05
.13
.27**
.17*
.09
.19*
-.03
.68**
.70**
.51**
.60**
.68**
.37**
-.51**
.43**
-
21 Doubt
.06
.02
-.24**
-.11
-.08
-.17*
-.22**
-.13
-.13
-.16*
-.01
-.25**
-.21**
-.27**
-.24**
-.37**
-.27**
.26**
.10
-.30**
-
N
ote. CTQ
 = C
hildhood Traum
a Q
uestionnaire, TSCC = Traum
a Sym
ptom
 C
hecklist for C
hildren, PTS = posttraum
atic stress,  
N
M
L2 = N
ijm
egen M
otivation List 2. 
*p < .05, **p < .01.
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Table 2
Predicting motivation for treatment
Model 1 (preparedness) Model 2 (level of 
distress)
Model 3 (doubt)
B SE B β B SE B β B SE B β
Ethnicity 1.89 1.44 .11 1.27 .47 .16** - - -
Age - - - -.58 .19 -.17** - - -
Out-of-home placements - - - -.18 .18 -.06 -.43 .26 -.15
Homelessness - - - - - - .16 .30 .05
Childhood maltreatment (CTQ) 
Physical abuse -.71 1.66 -.04 -.42 .52 -.05 -.30 .74 -.04
Emotional abuse 3.63 1.84 .19+ .07 .61 .01 -.42 .88 -.05
Physical neglect - - - -.16 .51 -.02 -.04 .77 -.01
Emotional neglect - - - - - - -.57 .91 -.06
Sexual abuse - - - .36 .47 .04 -.45 .67 -.05
Trauma-related symptoms (TSCC)
ANX -.11 .30 -.06 .28 .09 .32** .02 .14 .03
DEP .25 .25 .15 .24 .08 .32** .22 .11 .28
ANG -.20 .20 -.12 .07 .06 .09 -.03 .09 -.04
PTS .21 .23 .15 -.05 .07 -.08 .05 .10 .08
DIS -.04 .26 -.02 .17 .08 .22* -.34 .12 -.42**
SC .05 .25 .02 -.04 .08 -.03 -.15 .12 -.13
UND -.69 .51 -.16 -.02 .16 -.01 .24 .23 .12
Note. CTQ = Childhood Trauma Questionnaire, TSCC = Trauma Symptom Check-
list for Children, ANX = anxiety, DEP = depression, ANG = anger,  
PTS = posttraumatic stress, DIS = dissociation, SC = sexual concerns,  
UND = under-response. B = unstandardized coefficients, SE = standard error, β = 
standardized coefficients, - = variable is not included in the model because bivari-
ate associations with subscales of motivation were nonsignificant (p > .20). 
+p = .05, *p < .05, **p < .01.
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Abstract
Objective
The current study examined the contributions of demographic characteristics, 
mental health problems and interpersonal trauma history to juvenile sexual 
offending, and the degree to which juvenile sexual offenders differ from nonsexual 
interpersonal offenders. 
Method
Results are based on secondary analysis of a large USA dataset (n = 2920) of 
standardized psychiatric assessments of juveniles, resulting from nationwide 
collaborations with juvenile justice agencies (57 sites in 18 states). Via t-test and 
chi-square analyses, demographic, offense, and diagnostic characteristics of juvenile 
sexual offenders and nonsexual interpersonal offenders were compared. In addition, 
logistic regression examined the relationship between type of trauma exposure and 
sex offender status, adjusting for other significant demographic and diagnostic 
contributors. 
Results
Results show that compared to juvenile nonsexual interpersonal offenders, sexual 
offenders were significantly less likely to be female, less likely to be African American, 
or less likely to meet criteria for a substance use disorder; juvenile sexual offenders 
were significantly more likely to have a lifetime history of a suicide attempt and a 
history of sexual victimization. A set of demographic and diagnostic characteristics 
contributed significantly to juvenile sexual offending, as did self-reported history 
of sexual trauma. 
Conclusion
Findings indicate that juvenile sexual offenders in some aspects differ from 
nonsexual interpersonal offenders, sexual victimization plays an important role in 
explaining sexually abusive behavior. Further research should identify interventions 
that are effective for these youth.
Keywords: Child abuse, Criminology, Sexual assault, Mental health, Violence
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Introduction
Over the past two decades, researchers and clinicians have become increasingly 
interested in understanding the sexually delinquent behavior of juveniles (e.g., 
Barbaree, Marshall & Hudson, 1993). Investigations have documented the high 
rates of histories of interpersonal trauma in juvenile sex offenders (Burton, 2008; 
Seto & Lalumière, 2010), as well as their high prevalence of mental health problems 
(Van Wijk, Blokland, Duits, Vermeiren & Harkink, 2007). Exposure to interpersonal 
traumatic events is consistently associated with multiple mental health problems 
for justice system youths, regardless of the presence/absence of a history of sexual 
offending (Abram et al., 2004; Kerig, Ward, Vanderzee & Moeddel, 2009; Ruchkin, 
Schwab-Stone, Koposov, Vermeiren & Steiner, 2002; Wasserman & McReynolds, 
2011; Wood, Foy, Layne, Pynoos & James, 2002). 
The higher rates of exposure to interpersonal traumatic events (e.g., sexual and 
physical abuse) among juvenile sexual offenders compared to juvenile nonsexual 
offenders (Burton, 2008; Seto & Lalumière, 2010), requires the need to take a closer 
look at the prevalence of mental health problems in juvenile sexual offenders.
Previous studies comparing juvenile sexual offenders with juvenile nonsexual 
offenders have shown inconsistent results, or have revealed few differences in rates 
of mental health problems between those with and without sex offending histories 
(e.g., Jacobs, Kennedy & Meyer, 1997; Van Wijk et al., 2005; Van Wijk et al., 2006). For 
example, rates of both conduct problems [from age 12 and up: Butler & Seto (2002)] 
and substance use disorders (Van Wijk, Vreugdenhil & Bullens, 2004) have been 
found to be lower among juvenile sexual offenders than among juvenile nonsexual 
offenders. On the other hand, although, many sexually abused individuals do not 
proceed to become offenders themselves (Glasser et al., 2001); research is consistent 
regarding both the high prevalence of sexual victimization among sex offenders and 
the links between these experiences and sexual offending behavior (Burton, 2008).
To an extent, inconsistent results when comparing juvenile sexual and nonsexual 
offenders may be a consequence of methodological differences among studies (e.g., 
different types of samples, measurements) and their design limitations, including 
small sample sizes and the use of non-standardized instruments (Van Wijk et al., 
2005). 
We sought to investigate the contributions of demographic characteristics, 
mental health problems and interpersonal trauma history to juvenile sexual 
offending, and the degree to which juvenile sexual offenders might differ from 
juvenile nonsexual interpersonal offenders. Such distinctions would be of clinical 
relevance in developing offender-specific treatment programs (Mulder, Vermunt, 
Brand, Bullens & Van Marle, 2012). To address methodological limitations of earlier 
work, we relied on a large sample of youths from juvenile justice agencies across the 
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United States of America (USA), whose mental health status was assessed on a well-
researched computer-assisted self-interview: Voice Diagnostic Interview Schedule 
for Children (V-DISC). 
Method
Context
This investigation relied on a large set (N = 9819) of standardized psychiatric 
assessments resulting from nationwide collaborations with juvenile justice agencies 
(57 sites in 18 states) in the USA (Wasserman, McReynolds, Schwalbe, Keating & 
Jones, 2010; Wasserman & McReynolds, 2011). The collaborating agencies represent 
settings at three levels of increasingly restrictive justice system contact, including 
system intake sites (e.g., probation or family court intake), detention centers, and 
post-adjudicatory correctional facilities. 
Participants
Altogether 3803 (38.7%) juveniles were assessed at system intake, 1055 (10.7%) at 
detention intake, and 4961 (50.5%) at intake into post-adjudicatory correctional 
facilities. For 6798 (69.2%) participants, local staff provided information on most 
serious current offense, utilizing an agreed-on rank ordering of offense seriousness, 
with sexual offenses designated a priori as the most serious, followed by nonsexual 
interpersonal offenses, and then by property offenses and substance-related offenses. 
Youth with multiple current offenses were coded to the most serious offense. Note 
that by design, no juveniles considered nonsexual interpersonal offenders were 
also designated as sexual offenders. For 3021 (30.8%) participants, full information 
on all current offenses was available. We confined analysis to those with current 
interpersonal offenses (n = 2920), comparing those whose current offense was 
indicated as a sexual offense (e.g., rape) versus a nonsexual interpersonal offense 
(e.g., aggravated assault). For 387 (3.9%), the most serious current offense was a 
sexual offense, representing offenders from 42 sites in 17 states; for 2533 (25.8%) 
across all settings, the most serious current offense was a nonsexual interpersonal 
offense (see figure 1). Because sites self-selected themselves for participation, the 
rate of sexual offenders in this sample is not an estimate of their prevalence among 
juvenile justice youth overall. Mean age of those with a current interpersonal 
offense (sexual and nonsexual interpersonal offenders together) was 15.5 (SD = 1.6); 
about a quarter of these were female. The majority was African American (39.8%) 
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or Caucasian (38.0%), about 16% was Hispanic and about 6% had another ethnic 
background.
Procedure
Sites used standardized data collection protocols, assessing the youth shortly after 
admission via universal or systematic random sampling, measuring a core set of 
disorders. Sites provided assessment results and de-identified demographic and 
offense information according to a protocol approved by their Institutional Review 
Boards.
Measures
Demographic (gender, age, race/ethnicity) and offense (nature of current offense, 
number of prior offenses, and age at first offense) characteristics were extracted by 
local staff from justice records. Following the rank ordering of offense seriousness 
noted earlier, we designated interpersonal offenders as those whose current offense 
was a sexual or nonsexual interpersonal offence. Nonsexual interpersonal offenses 
included assault, robbery, arson, homicide, and all weapons charges. Youths self-
assessed their mental health status on the V-DISC (developed by National Institute 
for Mental Health and Columbia University New York, USA). The V-DISC measures 20 
disorders in four clusters: substance use (SUD), disruptive behavior (DBD), anxiety 
(ANX), and affective (AFF) disorder, based on past-month symptoms according to 
the DSM-IV, and utilizes an audio computer-assisted self-interview format; the DISC 
has been widely used in juvenile justice settings (e.g., Teplin, Abram, McClelland, 
Dulcan & Mericle, 2002; Wasserman, McReynolds, Ko, Katz & Carpenter, 2005). The 
V-DISC’s posttraumatic stress disorder (PTSD) module inquires about eight types of 
traumatic exposure: being in a bad accident or natural disaster, seeing someone get 
badly hurt, seeing a dead body, being attacked or beaten badly, thinking that you or 
others would get badly hurt or die, experiencing forced sex or being threatened by 
a weapon. Of these eight types, following procedures described earlier (Wasserman 
& McReynolds, 2011), we considered reports of being attacked or beaten badly, or 
being threatened by a weapon as reflecting nonsexual trauma victimization. Those 
who reported exposure to forced sex were considered to be victims of sexual trauma; 
and those who reported nonsexual trauma and/or sexual trauma were considered as 
victims of any interpersonal trauma. 
Statistical analysis
First, we compared demographic, offense, and diagnostic characteristics of juvenile 
sexual offenders and nonsexual interpersonal offenders via t-test and chi-square 
analyses. 
Next, via logistic regression, we examined the relationship between type of 
traumatic exposure and sex offender status (being juvenile sex offender versus being 
nonsexual interpersonal offender), adjusting for other significant demographic 
and diagnostic contributors. From the pool of potential covariates, gender, race/
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ethnicity, substance use disorder and lifetime history of a suicide attempt were 
retained in the final equation based on their significant (at p < .02) associations 
with sex offender status in initial bivariate analyses. As we were interested in 
the contribution of types of interpersonal traumatic exposure to juvenile sex 
offender status, we constructed three models. The first considered demographic 
and diagnostic features and reported exposure to any type of interpersonal trauma 
compared to exposure to non-interpersonal trauma (e.g., being in a bad accident 
or natural disaster, seeing a dead body). The second model substituted reported 
exposure to nonsexual trauma for exposure to any interpersonal trauma, and the 
final model substituted exposure to sexual trauma.
Results 
Table 1 presents demographic, offense and diagnostic characteristics, as well as 
report of traumatic exposure for juvenile interpersonal offenders, and for sexual 
and nonsexual interpersonal offenders separately. Compared to juvenile nonsexual 
interpersonal offenders, sexual offenders were significantly less likely to be female, 
only 11 of 387 sexual offenders [χ2(1) = 114.28, p < .001]; to be African American 
[χ2(3) = 94.22, p < .001], or to meet criteria for a substance use disorder [χ2(1) = 
8.57, p < .01]. Juvenile sexual offenders were significantly more likely to report 
either a lifetime history of a suicide attempt [χ2(1) = 10.80, p < .01], or exposure to 
sexual trauma [χ2(1) = 80.45, p < .001]. There were no other significant differences 
between juvenile sexual offenders and nonsexual interpersonal offenders in age, 
race/ethnicity, offense characteristics, or history of exposure to nonsexual trauma 
or to any interpersonal trauma. 
Of the 1367 interpersonal offenders (290 weapon-related, 150 sexual offense, and 
927 nonsexual interpersonal offense) for whom complete offense data was available, 
only 16 (1.2%) sexual offenders (of 42 sites) had also been charged with nonsexual 
interpersonal offenses.
Table 2 presents multivariate results predicting sexual offending status, adjusting 
for demographic and diagnostic characteristics. The first model, considering exposure 
to either type of interpersonal trauma, significantly predicted sexual offending 
status [χ2(7) = 223.21, p < .001, R2 = .17]. Females were less than a tenth (OR = .08, p 
< .001) as likely as males to be sexual offenders. Compared to African-Americans; 
Hispanics, Caucasians and other races were more likely to be sexual offenders 
[Hispanics were approximately 50% more likely (OR = 1.54, p < .05), Caucasians were 
more than three times as likely (OR = 3.27, p < .001), and the other races were twice as 
likely (OR = 2.00, p < .05)]. Compared to juvenile nonsexual interpersonal offenders, 
sexual offenders were only half as likely to report a substance use disorder (OR = 
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.54, p < .001) but were almost twice as likely to report a lifetime history of a suicide 
attempt (OR = 1.75, p < .001); exposure to any interpersonal trauma was unrelated 
to sexual offending. 
Considering nonsexual trauma, the second model significantly predicted sexual 
offending status [χ2(7) = 267.00, p < .001, R2 = .17], with contributions of demographic 
and diagnostic characteristics essentially unchanged, and explaining the same 
proportion of the variance as found for Model 1. Exposure to nonsexual trauma was 
unrelated to sexual offending. 
The third model, considering exposure to sexual trauma, significantly predicted 
sexual offending status [χ2(7) = 364.01, p < .001, R2 = .23], explaining 6% more of 
the variance than did either Model 1 or 2. The contribution of demographic and 
diagnostic characteristics remained essentially unchanged, except that history of 
a lifetime suicide attempt no longer contributed significantly to sexual offending 
status. Compared to juvenile nonsexual interpersonal offenders, sexual offenders 
were five times as likely to report a history of sexual trauma (OR = 5.02, p < .001). 
When we substituted exposure to both nonsexual and sexual trauma [a total of 
300 youths (10% of interpersonal offenders)], associations for demographic and 
diagnostic features were consistent with those found earlier, with a contribution of 
both types of trauma in between that found for Models 2 and 3 (OR = 3.77, p < .001) 
(data not shown). 
Discussion
This exploratory study aimed to define the degree to which juvenile sexual offenders 
differed from nonsexual interpersonal offenders as well as the contribution of 
demographic characteristics, mental health problems and interpersonal trauma 
history to sexual offending. Compared to juvenile nonsexual interpersonal offenders, 
sexual offenders were significantly less likely to be female, less likely to be African 
American, or less likely to meet criteria for a substance use disorder; and were 
significantly more likely to report a lifetime history of a suicide attempt. Former 
findings are in line with previous reports comparing juvenile sexual and nonsexual 
offenders (Rantakallio, Myhrman & Koiranen, 1995; Van Wijk et al., 2004; Van 
Wijk et al., 2006). The results concerning the sexual victimization of juvenile sexual 
offenders are also consistent with earlier findings (e.g., Burton, 2008; Burton, Miller 
& Shill, 2002; Veneziano, Veneziano, LeGrand & Richards, 2004) that highlight the 
role of sexual victimization in explaining sexually abusive behavior. 
Collectively, these findings suggest that juvenile sexual offenders differ in key 
aspects from juvenile nonsexual interpersonal offenders. On the other hand, 
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however, consistent with Van Wijk, Mali, Bullens and Vermeiren (2007), we found 
sexual offenders were comparable to other offenders in their repeat offender status. 
Unexpectedly, there were no differences between the two groups in their age 
at first offense. Van Wijk, Mali et al. (2007) found violent sexual offenders to be 
younger at first arrest than other violent offenders. Group differences in that study 
were significant but small, and discrepant results may have been a consequence 
of differences in the definitions of juvenile sexual and nonsexual offenders across 
investigations. In the earlier study (Van Wijk, Mali et al. 2007) a juvenile was 
considered a violent sexual offender when he had committed a violent sex offense 
first before a possibly violent offense later on, for the group of violent offenders 
it was the other way around. In the current study we utilized a rank ordering of 
offense seriousness; with sexual offenses the most serious, followed by nonsexual 
interpersonal offenses; and juveniles with multiple current offenses were coded to 
the most serious offense. Also, the finding that only 1.2% of the sexual offenders 
had also been charged with nonsexual interpersonal offenses was remarkable. 
Whereas it is found that the majority of juvenile sexual offenders also often engage 
in nonsexual interpersonal offenses (Righthand & Welch, 2001).
A set of demographic and diagnostic characteristics contributed significantly 
to sexual offending, as did a reported history of sexual trauma. The finding that a 
history of a lifetime suicide attempt no longer contributed significantly to sexual 
offending status when we considered exposure to sexual trauma may reflect a power 
problem, as this concerned only 87 (3%) observations.
A number of shortcomings of the current study should be mentioned. The current 
study did not take into account heterogeneity among sexual offenders. Some prior 
studies have attempted to classify subgroups of juvenile sexual offenders (in e.g., 
those who victimize children versus those who victimize peers; those who commit 
sexual and nonsexual offenses versus those who commit only sexual offenses) and 
to describe differences between subgroups (Chu & Thomas, 2010; ’t Hart-Kerkhoffs, 
Vermeiren, Jansen & Doreleijers, 2010; Kemper & Kistner, 2010). Subgroup analysis, 
however, has often led to inconsistent findings, with respect to sexual recidivism, 
social skills, and engagement in nonsexual offending (Kemper & Kistner, 2010). 
Therefore, efforts will be needed to validate any such classification of subgroups 
of juvenile sexual offenders, which will have implications for the development of 
offender-specific interventions and risk prediction. Another limitation is that the 
diagnostic measures and history of traumatic exposure were obtained via self-
report. There is an ongoing debate about the use of self-report studies in juvenile 
justice populations, as youths’ memory may limit the information that can be 
captured (Snyder & Sickmund, 2006). However, self-report is preferred over the use 
of official records to collect the prevalence of maltreatment in detained youth; as 
official records seriously underestimate the prevalence of maltreatment, especially 
in males (Swahn et al., 2006). In addition, self-report may actually be more accurate 
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for internalizing disorders (Martin, Ford, Dryer-Friedman, Tang & Huffman, 2004). 
Furthermore, interpersonal trauma history was inquired about at intake, so that any 
victimization that occurred during incarceration (for those participants in secure 
care) would have been missed. 
Despite these limitations, the current study suggests ways in which future 
research might address issues of relevance for clinical practice. Consistent with 
other research, our results indicate that females are less likely than males to commit 
a sexual offense and that sexual victimization is related to sexual perpetration 
(Burton, 2008; Van Wijk, Mali et al., 2007). Although an extensive body of literature 
has demonstrated that girls in the juvenile justice system have higher rates of past 
sexual abuse than their male counterparts (Goodkind, Ng & Sarri, 2006), there is less 
information about how the long-term negative consequences of sexual victimization 
(e.g., mental health problems, disruptive behavior, delinquency) differ across gender. 
Mechanisms related to these negative consequences should be studied and explored. 
Furthermore, as it has been demonstrated that juvenile sexual offenders may persist 
in their sexual offending behaviors if not treated (Efta-Breitbach & Freeman, 2005), 
evidence-based interventions are required. However, as clinical trials evaluating 
specific interventions for juvenile sexual offenders are scarce (Reitzel & Carbonell, 
2006; Walker, McGovern, Poey & Otis, 2004), further research is desirable to 
pinpoint effective interventions for these youth.
64
Figure 1
Flowchart participants
 
 
  
Large dataset (N = 9819) from nationwide 
collaborations with juvenile justice agencies  
Sexual offenders  
(n = 387) 
Interpersonal offenders (n = 2920) 
Assessed at system intake (n = 3803)
Assessed  at intake into post-adjudicatory 
correctional facilities (n = 4961) 
Assessed at detention intake (n = 1055) 
Nonsexual interpersonal 
offenders (n = 2533) 
65
Chapter 4
Table 1
Characteristics of interpersonal offenders, and sexual 
and nonsexual interpersonal offenders
Interpersonal offenders  
(n = 2920)
Sexual offenders  
(n = 387)
Nonsexual interpersonal  
offenders (n = 2533)
n (%) n (%) n (%)
Female*** 720 (24.7) 11 (2.8) 709 (28.0)
Age (years, M, SD) 15.5 (SD 1.6) 15.6 (SD 1.7) 15.4 (SD 1.6)
Race/ethnicity
 African American*** 1162 (39.8) 80 (20.7) 1082 (42.7)
 Hispanic 480 (16.4) 59 (15.2) 421 (16.6)
 Caucasian 1111 (38.0) 229 (59.2) 882 (34.8)
 Other 167 (5.7) 19 (4.9) 148 (5.8)
Age at first offense (years, M, SD) 13.4 (2.0) 13.5 (2.1) 13.3 (2.0)
Repeat offender 2049 (72.0) 269 (73.3) 1780 (71.9)
Substance use disorder** 830 (30.1) 87 (23.6) 743 (31.1)
Lifetime suicide attempt** 482 (16.9) 87 (22.7) 395 (16.0)
Traumatic exposure
 Any interpersonal
 Trauma 1624 (70.7) 237 (73.8) 1387 (70.2)
 Nonsexual trauma 1502 (52.5) 198 (52.0) 1304 (52.6)
 Sexual trauma*** 422 (14.8) 114 (29.9) 308 (12.4)
Note. Some entries are based on a slightly reduced n because of missing data.  
M = mean, SD = standard deviation. 
**p < .01, ***p < .001. 
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Table 2
Contributors to sexual offending 
Model 1
(n = 2205)
R2 = .17
Model 2
(n = 2754)
R2 = .17
Model 3 
(n = 2754)
R2 = .23
OR 95% CI OR 95% CI OR 95% CI
Female .08*** [.04, .15] .06*** [.03, .12] .04*** [.02, .08]
Race/ethnicity (ref = African 
American) 
 Hispanic 1.54* [1.00, 2.36] 1.93** [1.33, 2.82] 1.95** [1.33, 2.86]
 Caucasian 3.27*** [2.39, 4.47] 3.37*** [2.53, 4.48] 2.96*** [2.21, 3.96]
 Other 2.00* [1.11, 3.61] 2.10* [1.19, 3.69] 2.11* [1.19, 3.75]
Substance use disorder .54*** [.40, .72] .60*** [.45, .79] .63** [.48, .83]
Lifetime suicide attempt 1.75*** [1.29, 2.39] 1.87*** [1.39, 2.52] 1.31 [.96, 1.80]
Traumatic exposure
Any interpersonal trauma 1.07 [.80, 1.43] - - - -
Nonsexual trauma - - .86 [.67, 1.09] - -
Sexual trauma - - - - 5.02*** [3.67, 6.87]
Note. OR = Odds ratio, CI = Confidence interval, R2 = Nagelkerke R square.  
*p < .05, **p < .01, ***p < .001.
Leenarts, L.E.W.
Diehle, J.
Doreleijers, Th.A.H.
Jansma, E.P.
Lindauer, R.J.L.
In press in European Child and Adolescent Psychiatry.
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Abstract
This is a systematic review of evidence-based treatments for children exposed to 
childhood maltreatment. Because exposure to childhood maltreatment has been 
associated with a broad range of trauma-related psychopathology (e.g., PTSD, 
anxiety, suicidal ideation, substance abuse) and with aggressive and violent behavior, 
this review describes psychotherapeutic treatments which focus on former broad 
range of psychopathological outcomes. A total of 26 randomized controlled clinical 
trials and seven non-randomized controlled clinical trials published between 2000 
and 2012 satisfied the inclusionary criteria and were included. These studies dealt 
with various kinds of samples, from sexually abused and maltreated children in child 
psychiatric outpatient clinics or in foster care to traumatized incarcerated boys. 
A total of 27 studies evaluated psychotherapeutic treatments which used trauma 
focused cognitive, behavioral or cognitive-behavioral techniques; only two studies 
evaluated trauma specific treatments for children and adolescents with comorbid 
aggressive or violent behavior; and four studies evaluated psychotherapeutic 
treatments that predominantly focused on other mental health problems than 
PTSD and used non-trauma focused cognitive, behavioral or cognitive-behavioral 
techniques. The results of this review suggest that Trauma-Focused Cognitive-
Behavioral Therapy (TF-CBT) is the best-supported treatment for children following 
childhood maltreatment. However, in line with increased interest in the diagnosis 
of complex PTSD and given the likely relationship between childhood maltreatment 
and aggressive and violent behavior, the authors suggest that clinical practice should 
address a phase-oriented approach. This review concludes with a discussion of future 
research directions and limitations. 
Keywords: Child, Posttraumatic stress disorder, Treatment, Maltreatment, 
Aggressive behavior, Trauma-related psychopathology
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Introduction
Numerous epidemiological studies demonstrate that children are exposed to high 
rates of childhood maltreatment. According to official reports from child protection 
organizations, about 4% of children in the United States of America (USA) have 
experienced childhood maltreatment (Sedlak et al., 2010). Some national surveys 
in the USA show even higher rates. For example, according to Finkelhor, Turner, 
Ormrod and Hamby (2009) about 10% of a nationally representative sample (N = 
4549) had experienced some form of childhood maltreatment. In Europe prevalence 
rates are high as well. For example, the results of a British national survey among 
2869 young adults, which was a representative sample of the total British population 
of 18 to 24 year olds, demonstrated that severe maltreatment was experienced by 
16% of the sample (May-Chahal & Cawson, 2005); in the Netherlands, according 
to official reports from child protection organizations, 3.4% of all children have 
experienced childhood maltreatment (Alink et al., 2011). In the past twenty years, 
the dramatic impact of childhood maltreatment on children’s mental health has 
been investigated extensively (Copeland, Keeler, Angold & Costello, 2007; Stallard, 
2006). There is now clear evidence that physical, emotional and sexual abuse and 
physical and emotional neglect are associated with an increased prevalence of mental 
health problems, such as anxiety, posttraumatic stress, depression, suicidal ideation 
and substance abuse (Kilpatrick et al., 2000; Ruchkin, Henrich, Jones, Vermeiren 
& Schwab-Stone, 2007; Wasserman & McReynolds, 2011). Moreover, an extensive 
body of research has documented that chronic childhood maltreatment is associated 
with complex posttraumatic stress disorder (complex PTSD). Complex PTSD attempts to 
tackle the symptoms that not only incorporate, but also extend beyond DSM defined 
posttraumatic stress symptoms, and reflects disturbances predominantly in affective 
and interpersonal self-regulatory capacities (Cloitre, et al., 2009; Cook et al., 2005; 
Herman, 1992). In addition, chronic childhood maltreatment has been associated 
with aggressive and violent behavior (Duke, Pettingell, McMorris & Borowsky, 
2010; Prino & Peyrot, 1994) and with a risk of developing a variety of personality 
disorders (Lobbestael, Arntz & Bernstein, 2010). The negative consequences of 
chronic childhood maltreatment may also increase the potential for revictimization 
(Ford, Chapman, Hawke & Albert, 2007). Revictimization theories point out that 
children with maltreatment histories may be at high risk of being maltreated again 
because they may tolerate excuses for abuse (Jaffe, Wolfe, & Wilson, 1990), be more 
vulnerable to negative peer influences (Lewis et al., 2006), or may have difficulties 
surrounding control, trust and boundaries (Cloitre, 1998). Furthermore, chronic 
childhood maltreatment is associated with health and mental health services 
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use (Yanos, Czaja & Widom, 2010) and child welfare and juvenile justice system 
involvement (Abram et al., 2004). 
Previous findings called for specific and evidence-based interventions for such 
children. Several reviews demonstrated that a number of psychotherapeutic adult 
treatment methods have been adapted for children in order to reduce posttraumatic 
stress symptoms (Silverman et al., 2008; Stallard, 2006; Wethington et al., 2008). 
In addition, these reviews aimed at systematically evaluating treatment programs 
which focus on the direct negative psychological impact of childhood maltreatment, 
such as posttraumatic stress disorder (PTSD). Those reviews have not focused on 
the broad range of psychopathological outcomes, which has been proposed to be the 
result of chronic childhood maltreatment. Therefore, the objective of the present 
review was to systematically evaluate psychotherapeutic treatments for children 
exposed to childhood maltreatment and to describe treatments which focus on the 
above-mentioned broad range of psychopathological outcomes. 
Methods
Search strategy
A systematic search was performed in the following electronic databases: PsycINFO, 
via CSA Illumina; PubMed; EMBASE.com; CENTRAL, via the Cochrane Library, 
Wiley; and PILOTS, via CSA Illumina. Each database was searched for articles in 
peer-reviewed journals from inception to July 26st 2012. A librarian (EPJ) experienced 
in conducting systematic reviews assisted with the formation of appropriate search 
terms for each of the above electronic databases. 
Search terms included controlled terms from the Thesaurus in PsycINFO, MeSH in 
PubMed and EMtree in EMBASE.com as well as free text terms. Free text terms were 
used only in the databases CENTRAL and PILOTS. Search terms expressing trauma 
or psychological trauma in children aged 6 – 17 years were used in combination with 
search terms comprising treatment. Age limits were used in PsycINFO and a child 
filter in the other databases. In PsycINFO, PubMed and EMBASE.com, search results 
were limited by search terms indicating e.g. ‘clinical trial’, ‘controlled’, ‘randomized’, 
‘evaluation study’ and ‘review’. 
The first (LEWL) and second (JD) author reviewed all titles and abstracts 
independently. If inclusion criteria were met based upon the title and abstract, 
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full-text articles were assessed for eligibility. Disagreements were resolved by 
discussion between the two reviewers. 
Criteria of inclusion
In order to be included in the systematic review, the study and the treatments had 
to meet the following predetermined criteria: 
1. Only randomized and non-randomized controlled clinical trials were 
included. Since obvious difficulties exist of blinding participants and 
practitioners in psychotherapeutic treatment studies, studies did not have to 
be blinded to be included. No minimum sample size per treatment condition 
was required to be included. Single case studies were excluded. Only studies 
in the last decade were included.
2. Studies had to include children from 6 up to 18 years, who were exposed 
to childhood maltreatment. Studies in which the abusive or perpetrating 
parents were the sole recipients of treatment were only included if PTSD 
or PTSD symptoms of the maltreated children were evaluated. In order to 
include studies on a homogeneous group; studies of children solely exposed 
to war related violence or traumatic grief, and studies which included only 
children younger than the age of 6 years were excluded.
3. Studies had to evaluate psychotherapeutic treatments that described the 
use of cognitive-behavioral techniques, as there is a strong theoretical 
evidence supporting the use of cognitive-behavioral techniques in treating 
children with trauma-related psychopathology (Black, Woodworth, 
Tremblay & Carpenter, 2012). Studies focused on prevention were only 
included if childhood maltreated children or children at risk were included 
in the preventive treatment. In addition, studies with a combination of 
medication in the experimental group were only included if the effect of the 
psychotherapy could be addressed separately.
4. Studies with the following types of comparisons were included: comparison 
to a wait list group, delayed treatment, treatment as usual (TAU), other 
active psychotherapeutic treatments or no treatment. Pharmaceutical 
comparisons were excluded.
5. The studies had to assess PTSD or PTSD symptoms associated with childhood 
maltreatment. 
Assessment of methodological quality
The Cochrane Collaboration’s Tool for assessing risk of bias (Higgins et al., 2011) 
was used to assess the quality of the included studies. Each item was judged on 
a three-point rating scale: ‘low risk of bias’, ‘high risk of bias’ or ‘unclear risk of 
bias’. The scale addresses seven domains, namely: selection bias due to inadequate 
generation of a randomized sequence; selection bias due to inadequate concealment 
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of allocations prior to assignment; performance bias due to prior knowledge of the 
allocated interventions by participants and personnel during the study; detection 
bias due to knowledge of the allocated interventions by outcome assessors; attrition 
bias due to amount, nature or handling of incomplete outcome data; reporting bias 
due to selective outcome reporting; and bias due to problems not covered in other 
issues (Higgins et al., 2011). The quality of studies was evaluated independently 
by the first (LEWL) and second (JD) author; disagreements were resolved in a 
consensus meeting of the two evaluators.
Results
The literature search generated a total of 17077 references: 3083 in PsycINFO, 4450 in 
PubMed, 4826 in EMBASE.com, 3486 in the Cochrane Library and 1232 in PILOTS. 
Duplicates that were selected from more than one database were removed. A total 
of 33 studies met the content-specific eligibility criteria. See figure 1 for search and 
selection flowchart.
In Table 1 the authors, country where the study was carried out, method of the 
study, participants, interventions, effect sizes for PTSD or PTSD symptoms and 
described limitations are presented. Table 2 shows the methodological quality of 
the included studies. Because childhood maltreatment may lead to a broad range 
of psychopathological outcomes (e.g., PTSD, anxiety, aggressive behavior, sleep 
problems), the studies are clustered into three clinical relevant categories which 
address this broad range of outcomes. It is important to note that the following 
three categories do not represent a certain rank order of the best treatment option 
for children exposed to chronic childhood maltreatment. 
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1. Trauma specific treatments. Any psychotherapeutic treatment delivered 
individually or in a group setting that predominantly used trauma focused 
cognitive, behavioral or cognitive-behavioral techniques. In addition, these 
treatments could involve exposure to the traumatic event; exposure can be 
implemented by applying techniques such as direct discussion, imagining or 
visualization of the traumatic event, and may be carried out in an explicit 
graduated manner or by discussing specific aspects of the trauma in various 
sessions (Cohen, Mannarino, Murray & Igelman, 2006). 
2. Trauma specific treatments for children and adolescents with 
comorbid aggressive or violent behavior. Any psychotherapeutic 
treatment delivered individually or in a group setting that predominantly 
used trauma focused cognitive, behavioral or cognitive-behavioral 
techniques and could involve exposure to the traumatic event. In addition, 
these treatments focused on teaching positive alternatives to aggressive or 
violent based interpersonal behavior.
3. Other treatments. Because mental health problems; e.g. anxiety, 
suicidal ideation and sleep problems; are likely to co-occur in children 
reporting PTSD, and this co-occurrence of problems is likely to complicate 
treatment (Wasserman & McReynolds, 2011). This category describes any 
psychotherapeutic treatment delivered individually or in a group setting 
that predominantly focused on other mental health problems than PTSD 
and used non-trauma focused cognitive, behavioral or cognitive-behavioral 
techniques.
Summaries of psychotherapeutic treatments
In this section, the trauma specific treatments will be described first. The trauma 
specific treatments for children and adolescents with comorbid aggressive or violent 
behavior and other treatments are then described sequentially. 
1. Trauma specific treatments. Eye Movement Desensitization and 
Reprocessing (EMDR) was evaluated in three studies (Ahmad, Larsson 
& Sundelin-Wahlsten, 2007; Jaberghaderi, Greenwald, Rubin, Zand & 
Dolatabadi, 2004; Soberman, Greenwald & Rule, 2002). In addition to 
the provided bilateral stimuli, which were provided to restore distressing 
memories (Shapiro, 1989), several age-specific modifications were used in 
the three studies. For example, explicit attention was given to emotions 
and cognitions, and the final session was intended to instill motivation 
for behavioral change (Ahmad & Sundelin-Wahlsten, 2008; Greenwald, 
1999). Ahmad et al. (2007) found a small between group effect size; 
however, post-treatment scores on PTSD-related symptoms of the EMDR 
group were significantly lower than the WLC group. In the Jaberghaderi 
et al. (2004) study, the between group effect size can be considered 
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medium. The between group effect size for the study of Soberman et 
al. (2002) could not be calculated; however, the EMDR group showed 
significant reductions of memory-related distress and problem behavior, 
and also a trend towards a decrease in post-traumatic stress symptoms. 
The conclusions of the studies are limited mainly due to methodological 
shortcomings (e.g., small sample sizes, no assessment of treatment fidelity) 
however it must be noted that the results of the studies are promising and 
improvements can be achieved in a relatively small number of sessions. 
 TF-CBT was evaluated in five studies (Cohen, Deblinger, Mannarino 
& Steer, 2004; Cohen, Mannarino & Iyengar, 2011; Cohen, Mannarino & 
Knudsen, 2005; Deblinger, Mannarino, Cohen, Runyon & Steer; 2011; Weiner, 
Schneider & Lyons, 2009). Deblinger, Mannarino, Cohen and Steer (2006) 
published a parallel follow-up study (not included in systematic review). The 
TF-CBT conditions contained a child and a non-offending parent component. 
The between group effect sizes of the five TF-CBT studies range from .22 
to .70. The discrepancy between the effect sizes may be due to differences 
between the studies (e.g., utilized questionnaires, comparison groups). In 
general, the five studies confirm the evidence supporting the efficacy of 
TF-CBT. Deblinber et al. (2011) demonstrated that an eight session condition 
including a trauma narrative component was the most effective and efficient 
condition to reduce children’s abuse-related fear and general anxiety. Also, 
TF-CBT has proven its efficacy in minority youth (Weiner et al., 2009). 
 Seven studies (Deblinger, Stauffer & Steer, 2001; Jaberghaderi et al., 
2004; Kataoka et al., 2003; King et al., 2000; Runyon, Deblinger & Steer, 
2010; Smith et al.; 2007; Stein et al., 2003) evaluated the efficacy of diverse 
forms of Cognitive Behavioral Therapy (CBT). The overall aim of CBT 
was to help the child conquer his or her PTSD symptoms. Overall, the 
included CBT studies report adequate between group effect sizes, which 
is in line with previous research providing support for the use of CBT in 
children with trauma-related symptoms (Stallard, 2006). Except for the 
study of Deblinger et al. (2001), in which a small (0.07) between group 
effect size was found. However, the results of former study indicate 
that children in the CBT group showed significant improvement in body 
safety skills and also their non-offending mothers improved on several 
outcomes (e.g., intrusive thoughts, negative emotional reactions). 
 Two studies evaluated treatments in which the use of art activities 
(e.g., drawing, making collages) was an important component (Lyshak-
Stelzer, Singer, St. John & Chemtob, 2007; Pretorius & Pfeifer, 2010). 
The art therapies involved a holistic approach in which emotional 
and cognitive issues were actively addressed and social, physical and 
developmental growth were enhanced. Even though both studies faced a 
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number of methodological limitations (e.g., small sample size, presence 
of confounding variables); the between group size found in the study by 
Lyshak-Stelzer et al. (2007) provides support that art activities may be a 
useful tool for traumatized children to express their feelings/thoughts and 
release tension, as verbal communication alone could be too overwhelming. 
 Weiner et al. (2009) studied the effects of Child-Parent Psychotherapy 
(CPP). CPP was designed for children aged 0 to 6. The aim of the 
treatment was to decrease traumatic stress responses, learning 
difficulties, relationship problems, and improving parent-child 
attachment. Small between group effect sizes were found in the 
study; however, the results indicate that CPP is effective in improving 
functioning and reducing trauma-related symptoms in minority youth. 
 The following studies evaluated a number of less well-known and less 
well- investigated treatments: Cognitive Processing Therapy (CPT; Ahrens 
& Rexford, 2002), Child and Family Traumatic Stress Intervention (CFTSI; 
Berkowitz, Strover & Marans, 2011), Child-Centered Therapy (CCT; Cohen et 
al., 2004; Cohen et al., 2011), Non-directive Supportive Therapy (NST; Cohen 
et al., 2005), Risk Reduction through Family Therapy (RRFT; Danielson 
et al., 2012), Trauma Affect Regulation: Guide for Education and Therapy 
(TARGET), Enhanced Treatment as Usual (ETAU; Ford, Steinberg, Hawke, 
Levine & Zhang, 2012), Prolonged Exposure Therapy for Adolescents (PE-
A), Time Limited Dynamic Psychotherapy for Adolescents (TLDP-A; 
Gilboa-Schechtman et al., 2010), Life Story Intervention (LSI; Haight, 
Black & Sheridan, 2010), a new therapist-assisted Web-based treatment for 
adolescent victims of sexual abuse (Lange & Ruwaard, 2010), Seeking Safety 
(SS; Najavits, Gallop & Weiss, 2006), Trauma Intervention Program for 
Adjudicated and at-risk Youth (SITCAP-ART; Raider, Steele, Delillo-Storey, 
Jacobs & Kuban, 2008), the Sanctuary Model (Rivard, Bloom, McCorkle & 
Abramovitz, 2005), an open and closed group therapy (Tourigny & Hébert, 
2007; parallel study by: Tourigny, Hébert, Daigneault & Simoneau, 2005), 
and Structured Psychotherapy for Adolescents Responding to Chronic Stress 
(SPARCS; Weiner et al., 2009). A number of the above mentioned approaches, 
can be identified as meriting further research. For example, large between 
group effect sizes were found for CPT, a new therapist-assisted Web-based 
treatment for adolescent victims of sexual abuse, SS, and the open and 
closed group therapy by Tourigny and Hébert (2007).
2. Trauma specific treatments for children with comorbid aggressive 
or violent behavior. Two studies evaluated treatments that focused on 
teaching positive alternatives to aggressive or violent based interpersonal 
behavior: Multisystemic Therapy for Child Abuse and Neglect (MST-CAN), 
Enhanced Outpatient Treatment (EOT), Systematic Training for Effective 
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Parenting of Teens (STEP-TEEN; Swenson, Schaeffer, Henggeler, Faldowski 
& Mayhew, 2010), and Youth Relationships Project (YRP; Wolfe et al., 2003). 
The between group effect sizes could not be calculated for both studies; 
however, the results showed that the MST-CAN condition was significantly 
more effective than the EOT condition in reducing a number of outcomes 
(e.g., mental health symptoms, out-of-home placements, parental psychiatric 
distress). Wolfe et al. (2003) demonstrated that YRP was effective in reducing 
emotional distress and incidents of physical and emotional abuse. As chronic 
childhood maltreatment has been associated with aggressive and violent 
behavior (Duke et al., 2010; Prino & Peyrot, 1994), the results of both studies 
provide a valuable opportunity to treat and reduce violence in youths.
3. Other treatments. Four studies evaluated treatments that predominantly 
focused on other mental health problems than PTSD: imagery rehearsal 
therapy (Krakow et al., 2011), Individual Coping Koala CBT, Group Coping 
Koala CBT (Muris, Mayer, Bartelds, Tierney & Bogie, 2001), Fostering Healty 
Futures (FHF; Taussig & Culhane, 2010), an individual psychotherapy and 
a group psychotherapy (Trowell et al., 2002). The treatments focused on 
a variety of mental health problems (e.g., chronic nightmares, anxiety). 
The between effect sizes found in the studies can be considered small to 
medium. However, it is important to recognize that these studies are 
of great importance as childhood maltreatment may lead to broad range 
of psychopathological outcomes. For example, Krakow et al. (2001) 
demonstrated that the number of nights in which the girls experienced 
nightmares, significantly decreased in the treatment group; while the control 
group showed no significant changes. Trowell et al. (2002) demonstrated that 
both treatment groups showed a reduction on psychopathological symptoms 
and an improvement in functioning, with no significant difference between 
individual and group therapy. However, children receiving individual therapy 
experienced greater reductions on PTSD symptoms.
Conclusion and discussion
The objective of the present review was to systematically evaluate psychotherapeutic 
treatments for children exposed to childhood maltreatment. Because exposure to 
childhood maltreatment has been associated with a broad range of trauma-related 
psychopathology (e.g., PTSD, anxiety, suicidal ideation, substance abuse) and with 
aggressive and violent behavior, this review also describes treatments which focus on 
former broad range of psychopathological outcomes. The results of this review show 
that there are 26 randomized controlled clinical trials and seven non-randomized 
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controlled clinical trials of psychotherapeutic treatments for these children. A total 
of 27 studies evaluated psychotherapeutic treatments which used trauma focused 
cognitive, behavioral or cognitive-behavioral techniques; only two studies evaluated 
trauma specific treatments for children and adolescents with comorbid aggressive 
or violent behavior; and four studies evaluated psychotherapeutic treatments that 
predominantly focused on other mental health problems than PTSD and used non-
trauma focused cognitive, behavioral or cognitive-behavioral techniques. These 
studies were published in the last 12 years, and are a heterogeneous collection of 
studies. The children who participated in the studies varied from sexually abused and 
maltreated children in child psychiatric outpatient clinics (e.g., Ahmad et al., 2007; 
Cohen et al., 2005) or in foster care (Haight et al., 2010; Taussig & Culhane, 2010; 
Weiner et al., 2009) to traumatized incarcerated boys (Ahrens & Rexford, 2002). In 
terms of gender, some studies included only girls (Ford et al., 2012; Jaberghaderi 
et al., 2004; Krakow et al., 2001; Najavits et al., 2006; Pretorius & Pfeifer, 2010; 
Tourigny & Hébert, 2007; Trowell et al., 2002), while other studies included only 
boys (Ahrens & Rexford, 2002; Soberman et al., 2002) or combined both groups (e.g., 
Lyshak-Stelzer et al., 2007; Raider et al., 2008; Swenson et al., 2010). Furthermore, 
the evaluated treatments vary, as diverse forms of cognitive behavioral therapy, 
EMDR, TF-CBT and other forms of psychotherapeutic treatments were evaluated. 
This finding demonstrates the heterogeneity of research in this area and the 
difficulty of drawing clear conclusions. However, as three relatively high-quality 
randomized controlled clinical trials (Cohen et al., 2004; Cohen et al., 2005; Cohen 
et al., 2011) provided support for TF-CBT, this method is, in line with findings of 
previous research (Courtois & Ford, 2009), the best-supported treatment for such 
children. In addition, the results of one study (Deblinger et al., 2011) indicated that 
TF-CBT, regardless of the length of treatment and the inclusion of a TN component, 
is effective in improving children’s symptomatology and safety skills, and parenting 
skills. Furthermore, CBITS – a cognitive behavioral treatment for use in schools – 
has been thoroughly evaluated in a quasi-experimental study (Kataoka et al., 2003) 
and a randomized controlled clinical trial (Stein et al., 2003), the results of these 
studies providing support for CBITS as the best treatment option for children who 
can be treated in groups in their school setting. Nevertheless, in line with increased 
interest in the diagnosis of complex PTSD and given the likely relationship between 
childhood maltreatment and aggressive and violent behavior (Wasserman & 
McReynolds, 2011), the authors suggest that clinical practice should address a phase-
oriented approach. There is growing consensus that the treatment process of these 
children should occur in three phases: 1. stabilization, 2. resolution of traumatic 
memory, 3. personality (re)integration and rehabilitation (Cook et al., 2005; Ford et 
al., 2007; Herman, 1992). None of the evaluated treatments in this review explicitly 
incorporated a phase-oriented approach. Although several treatments (e.g., 
TF-CBT, SITCAP-ART) included psycho-education, emotion awareness or emotion 
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modulation during the initial sessions, these elements were not provided completely 
differentiated from the actual exposure part.
The results of this review indicate several points of inquiry, which also hold 
relevance for clinical practice. First, treatment non-completion and children lost at 
follow-up assessment were relatively high in the included studies (e.g., Deblinger et 
al., 2011; Ford et al., 2012; Gilboa-Schechtman et al., 2010; Runyon et al., 2010). It 
is unclear whether those who drop out of treatment or do not complete follow-up 
assessment respond in the same way as those who completed treatment and 
follow-up assessment. Consequently, factors related to treatment non-completion 
should be studied and methods should be explored in which children and families can 
be actively maintained in treatment (Stallard, 2006). Second, most of the evaluated 
treatments in this review involved parents or caregivers in some way. The elements 
of the parents’ sessions varied from providing psychoeducation (e.g., Berkowitz 
et al., 2011; Jaberghaderi et al., 2004; Runyon et al., 2010) or learning behavior 
management skills (e.g., Cohen et al., 2004; Deblinger et al., 2001; King et al., 2000) to 
just attending a child’s session (Ahmad et al., 2007; Najavits et al., 2006). The method 
of the involvement varied as well, from including non-offending parents (Cohen et 
al., 2004; Deblinger et al., 2001; Deblinger et al., 2011) versus at-risk or offending 
parents (Runyon et al., 2010) or including parallel sessions versus joint sessions. 
This variety recommends a need to define more clearly the most advantageous role 
of parents’ involvement. In addition, since research findings are contradictory about 
the potential gains of parental involvement and the limited evidence detailing the 
impact of their involvement on child outcomes (Scheeringa & Zeanah, 2001; Stallard, 
2006), further investigation is necessary. For example, only one study (King et al., 
2000) included in this review compared child only CBT with family CBT. In family 
CBT, parents received 20 sessions of guidance in child behavior management skills 
and parent-child communication skills, and no significant differences were found 
between child only CBT and family CBT. Furthermore, it is remarkable that only 
one study (Runyon et al., 2010) in this systematic review explicitly included at-risk 
or offending parents, whereas it is of great importance to address these at-risk or 
offending parents in clinical work and research as they are likely the most frequent 
perpetrators of childhood maltreatment. Third, despite the knowledge about gender 
differences in the development of PTSD and co-occurring symptoms, with higher 
rates among females versus their male counterparts (Hussey, 2008; Kerig, Ward, 
Vanderzee & Moeddel, 2009), further attention needs to be paid to possible gender 
differences in treatment responsiveness. Finally, only two of the studies included in 
this review evaluated trauma specific PTSD treatments for children with comorbid 
aggressive or violent behavior. Although the effects of childhood maltreatment can 
manifest in many ways, childhood maltreatment has been found to be a risk factor 
for the development of violent, antisocial and aggressive behavior. In addition, 
antisocial youth have been found to have high rates of PTSD (Greenwald, 2002). 
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These findings suggest the need for addressing childhood maltreatment and PTSD 
when treating this vulnerable group. 
Limitations of the studies
A key limitation of all studies is their sample size. Moncrieff, Churchill, Drummond 
and McGuire (2001) classify a sample size as adequate if the N per group is more than 
100; or if an accurate power calculation is available which indicated that a smaller N 
was adequate. Only one (Cohen et al., 2004) of the studies included can be considered 
large with a total of more than 100 per group. In studies with small sample sizes, the 
clinical significance of the results may be overestimated. Furthermore, several basic 
design flaws are evident in the included studies, such as the failure to blind assessors, 
no accurate power calculation and no information about the extent to which the 
treatment was delivered as intended. In addition, none of the studies reported 
about possible side effects of the evaluated treatments. Despite the awareness that 
psychotherapy is an accepted and effective treatment option within the health care 
community, we can no longer claim that psychotherapy will never have negative side 
effects such as a possible increase in symptoms, development of new symptoms or 
dependency on the therapy relationship. For this reason researchers need to describe 
and examine the possible negative side effects of psychotherapy (Barlow, 2010). 
Another point that can be made is, none of the included studies acknowledge the 
existence of, or made an attempt to address measures associated with complex PTSD. 
Whereas available evidence implies that symptoms related to exposure to chronic 
childhood maltreatment may form the basis for a distinct new psychiatric disorder 
or, a framework within which to research this topic. Consequently, further research 
is needed to systematically develop and investigate the clinical value and validity 
of a potential new diagnosis: complex PTSD (D’Andrea, Ford, Stolbach, Spinazolla 
& Van der Kolk, 2012; Lindauer, 2012; Resick et al., 2012), or as Van der Kolk (2005) 
refers to: developmental trauma disorder. As a final point, in studies which included 
children in residential settings, it is difficult to disentangle the effect of specific 
PTSD treatment elements from effects of the treatment setting itself.
Methodological limitations of this review
This systematic review has a number of limitations. First, we only included randomized 
and non-randomized controlled clinical trials that evaluated psychotherapeutic 
treatments that described the use of cognitive-behavioral techniques; it is 
important to acknowledge that other types of interventions, e.g. pharmacological 
interventions, attachment-based interventions or play therapy (Cohen, Berliner & 
Mannarino, 2003), may be effective in reducing trauma-related psychopathology 
in maltreated children. Second, our population selection criteria could be seen as 
arbitrary in that we excluded studies in which PTSD or PTSD symptoms were not 
measured, whereas childhood maltreatment may lead to diverse negative reactions 
other than PTSD or PTSD symptoms. We applied these selection criteria to keep 
82
the population examined in this review as homogeneous as possible. In addition, by 
excluding studies involving only children younger than the age of 6, we may have 
excluded some excellent work which focuses on maltreated preschoolers. However, 
as exposure to childhood maltreatment has been associated with aggressive and 
violent behavior, one aim of the current study was to provide a systematic review of 
evidence-based psychotherapeutic treatments which focuses on teaching positive 
alternatives to aggressive or violent based interpersonal behavior. As most very 
young children do not have the cognitive capacity to comprehend aggression fully 
(Maccoby, 1980), we excluded children younger than the age of 6. Third, we were not 
able to compare the effect sizes between adolescents and younger children, as many 
studies described in this review used a wide age-range and included adolescents 
as well as younger children. Although we are aware that treatment targeted at 
a range of anxiety disorders with adolescents show larger effect sizes than with 
younger children (Reynolds, Wilson, Austin & Hooper, 2012). Fourth, although we 
did an extensive search and publication in a language other than English was not an 
exclusion criterion, we did not search non-English-language databases, which may 
have led us to overlook some relevant studies.
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Table 2
Methodological quality of included studies
Study Ra
nd
om
 s
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nc
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ne
ra
tio
n
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ion
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en
t
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ing
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rso
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el
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ssm
en
t
Inc
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te 
ou
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e 
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po
rti
ng
Ot
he
r 
bia
s
Ahmad et al. (2007) ? ? - + + - ?
Ahrens & Rexford (2002) ? ? - ? ? + ?
Berkowitz et al. (2011) + ? - - + - ?
Cohen et al. (2004) ? ? - + + + ?
Cohen et al. (2011) + ? - + - + ?
Cohen et al. (2005) + ? - + - + ?
Danielson et al. (2012) + ? - ? + + ?
Deblinger et al. (2011) ? ? - ? + + ?
Deblinger et al. (2001) + ? - ? + + ?
Ford et al. (2012) + ? - - ? + ?
Gilboa-Schechtman et al. (2010) ? ? - + - + ?
Haight et al. (2010) ? ? - ? - - ?
Jaberghhaderi et al. (2004) ? ? - + + - ?
Kataoka et al. (2003) - - - ? - + ?
King et al. (2000) ? ? - ? - + ?
Krakow et al. (2001) - - - ? - - ?
Lange & Ruwaard (2010) - - - ? + + ?
Lyshak-Stelzer et al. (2007) ? ? - + ? + ?
Muris et al. (2001) ? ? - ? ? + ?
Najavits et al. (2006) ? ? - ? + - ?
Pretorius & Pfeifer (2010) - - - ? ? + -
Raider et al. (2008) ? ? - ? ? ? -
Rivard et al. (2005) - - - ? - - ?
Runyon et al. (2010) + ? - - - + ?
Smith et al. (2007) + ? - + + - ?
Soberman et al. (2002) ? ? - - + + ?
Stein et al. (2003) + ? - - ? + ?
Swenson et al. (2010) + ? - ? ? ? -
Taussig & Culhane (2010) ? ? - ? - + ?
Tourigny & Hébert (2007) - - - ? + + ?
Trowell et al. (2002) ? ? - ? + + ?
Weiner et al. (2009) - - - ? ? + ?
Wolfe et al. (2003) ? ? - ? - - ?
Note. Low risk of bias (+), high risk of bias (-), unclear risk of bias (?).
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Figure 1
Flowchart search and selection 
 
 
 
 
References retrieved by search strategy  
July 26st 2012 (N = 17077) 
Articles included in review 
(N = 33) 
Full-text articles assessed for eligibility  
(N = 403) 
Articles selected based on abstract and title 
(N = 403) 
Main reasons for exclusion (N = 370)  
* No (R)CT 
* Other trauma than childhood 
maltreatment (e.g., natural disaster, 
war related violence and trafc 
accident) 
* Not the appropriate age group  
* No assessment of PTSD or PTSD 
symptoms 
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Abstract
Over 80% of all girls who are admitted to compulsory residential care due to serious 
behavioral problems have experienced chronic trauma in their past. In addition, 
these girls often suffer from comorbid disorders. In the Netherlands, interventions 
for this group are scarce. This article describes the theoretical background and design 
of a stabilization training aimed at reducing problematic behavior in this vulnerable 
group.
Keywords: Girls, Chronic trauma, Trauma-related problems, Training,  
Stabilization 
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Introduction
It has been demonstrated that up to 85% of girls in compulsory residential care 
have experienced various forms of interpersonal trauma (Hamerlynck, 2008). Forty 
nine percent had been maltreated, 50% had been threatened, 44% had experienced 
domestic and 37% non-domestic violence, and 50% had been sexually abused. 
Additionally, the prevalence of psychopathology is high in these girls. The most 
commonly found diagnoses are: conduct disorder, drug abuse, suicidal behavior, 
oppositional defiant disorder and depression. Furthermore, about half of these girls 
show risky sexual behavior (e.g., inadequate use of contraceptives and substance 
use during intercourse) (Hamerlynck, 2008). A follow-up study by Van der Molen, 
Krabbendam, Vermeiren and Doreleijers (2010) demonstrated that five years after 
their stay in compulsory residential care, over half of the girls had psychiatric 
disorders and limited social functioning and had been in trouble with the police. 
Trauma can be classified into two types: type I trauma involves a single traumatic 
event, for example rape or a car accident; type II trauma involves multiple traumatic 
events spread out over a longer period of time, such as emotional and physical abuse, 
emotional and physical neglect and sexual abuse (Terr, 1991). Numerous studies 
have demonstrated a relationship between chronic trauma and the occurrence of 
psychopathology (e.g., Wethington et al., 2008; Brent et al., 2002; Cicchetti, Toth 
& Lynch, 1995). Examples of common disorders and problematic behavior related 
to chronic trauma are: substance abuse, anxiety disorders, posttraumatic stress 
disorder (PTSD), depression and suicidal behavior. Furthermore, a relationship has 
been demonstrated between chronic trauma and aggressive (Prino & Peyrot, 1994; 
Hamerlynck, 2008) and violent (Duke, Pettingell, McMorris & Borowsky, 2010) 
behavior. Research shows that, compared to boys, girls demonstrate more PTSD 
symptoms and problems related to depression, anxiety, somatic complaints and 
suicidal thoughts, even after controlling for variables such as the severity of the 
traumatic event (Hussey, 2008; Kerig, Ward, Vanderzee & Moeddel, 2009).
As girls in compulsory residential treatment facilities form a vulnerable 
and problematic group, adequate care and treatment is necessary. The Youth 
Intervention Accreditation Committee (in Dutch: Erkenningscommissie Interventies, 
Nederlands Jeugd Instituut) has designated several interventions aimed at juveniles 
with trauma-related problems as being potentially effective for this group. These 
interventions are: STEPS (a treatment aimed at reducing PTSD symptoms in girls 
who have experienced a single instance of sexual assault); ‘When it goes wrong…I’ll 
call you’ (in Dutch: ‘Als het misgaat…bel ik je’); Eye Movement Desensitization and 
Reprocessing (EMDR); and the ‘Horizon-method’ (in Dutch: ‘Horizon methode’). 
However, none of these interventions focuses on the behavioral problems associated 
with chronic trauma in girls. In addition, if the intervention includes exposure when 
the girl is not yet ready to cope with her traumatic experiences (e.g., when the girl 
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cannot or will not talk about these experiences, or because she claims she cannot 
remember them or is no longer troubled by them), the intervention may exacerbate 
the symptoms (Struik, 2011). This confronts the clinician with the problem of which 
treatment to choose for these severely traumatized girls. Consequently, chronic 
trauma frequently remains untreated, negatively impacting such functions as 
emotional and impulse regulation, the development of cognitive functioning, self-
concept, attachment, and somatic and biological regulation (Cloitre et al., 2009; 
Cook et al., 2005). As appropriate interventions for this specific group are scarce, 
the Stapstenen stabilization training1 has been developed by the clinical and child 
and adolescent psychiatry research groups of the VU University Medical Center 
(VUmc), the University of Amsterdam Academic Medical Center (AMC), De Bascule, 
and LSG-Rentray. This project developed a treatment program that meets the needs 
and requirements of clinical practice, is applicable within a clinical setting and is in 
accordance with scientific standards. 
Stapstenen is a stabilization training for 12 to 18 year old girls who are severely 
traumatized. The training is designed for girls who are not able to control their 
behavior and/or display high levels of avoidance. Stapstenen forms the first step of 
Herman’s phased approach (1992). This approach assumes that, when dealing with 
a complex symptom pattern as a result of chronic trauma, the first requirement 
is stabilization and reduction of problematic behavior (e.g., suicidal behavior, 
dissociation, substance abuse or aggressive behavior) (phase I); subsequently, it is 
possible to move on to the treatment of the traumatic memories (phase II) by e.g. 
EMDR or Trauma-Focused Cognitive-Behavioral Therapy (TF-CBT); followed by 
personality reintegration and rehabilitation (phase III).
Case Alison:
Fourteen-year-old Alison has witnessed and experienced domestic violence all her life. Her 
father regularly beat her, her mother and her younger sister. When Alison was nine years 
old, she called the police. This made her father so angry that he almost strangled her. After 
this incident her mother divorced Alison’s father. From that point on things got worse for 
Alison. She became aggressive, started using drugs, frequently ran away from home and she 
was often seen in the streets with boys. Her mother could no longer control the situation. 
When Alison had been away from home for two weeks, she was placed (by a judge under 
a civil child protection measure) in compulsory residential care. She has been there for two 
months now. Alison still has temper tantrums. After these tantrums she often has no idea 
what happened. Alison has no contact with her father anymore and she never talks about 
him. When group mentors start to talk about him, she screams: “Quiet, shut up!”
1 The training is based on: ‘Sleeping dogs? Wake them up!’ (in Dutch: Slapende honden? Wakker 
maken!), a training for young children (Struik, 2010) and ‘Before and Beyond’ (in Dutch: Vroeger 
en Verder), a training for adults (Dorrepaal, Thomaes & Draijer, 2008).
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Stapstenen
Stapstenen is based on psycho-education and cognitive behavioral therapy. During 
the training the girls learn specific skills, such as relaxation, setting and sustaining 
boundaries, and recognition of emotions. The training aims at preparing the girls 
for exposure to trauma (phase II) and increasing the probability of successful 
coping. The Stapstenen program consists of ten weekly 90-minute sessions. The 
program addresses the following topics: 1) Introduction to goals and procedures 
of the training, information on the late effects of chronic trauma, introduction 
to the ABC-model (Activating event: the actual event and the client’s immediate 
interpretations of the event; Beliefs about the event: this evaluation can be rational 
or irrational; Consequences: how you feel and what you do or other thoughts); 2) 
Sleeping problems; 3) Emotions; 4) Dissociation; 5) Coping with anger; 6) Reacting 
assertively rather than aggressively; 7) Managing disappointments; 8) Self-concept; 
9) Trust, relationships and intimacy; 10) The future, graduation ceremony.
Each session has the same agenda and structure, and the girls are given homework 
every week. The trainers permit interaction within the group; group interaction has 
a positive influence on the training as the girls may find recognition and support 
from each other (Hill & Coulson-Brown, 2007; Deblinger, Lippmann & Steer, 1996). 
During the training, positive behavior will be rewarded and negative behavior 
ignored as much as possible. For the purpose of improving and mastering the newly 
acquired skills, the training involves practice and rehearsal. A group should consist 
of a minimum of four and a maximum of nine girls. Four weeks after the last session, 
the ten weekly sessions are followed up by one booster session. During this session 
the training will be evaluated and – if the girls’ conditions call for it – sessions can 
be repeated.
The parent(s)/caretaker(s) are invited to attend two of the sessions (separate 
from the girls’ group sessions, one before the training starts and one in the course 
of the training), during which they receive information about the training and are 
taught techniques to enhance the effects of the training at home. Stapstenen can 
be carried out by two trainers educated in the program. At least one of them has to 
be a behavioral expert and the other one should be a trained cognitive behavioral 
therapist. Experience of working with group training programs is preferred.
Case Alison:
Alison, her mom, her treatment coordinator and her group mentor have several meetings to 
talk about Alison’s behavioral problems. In the beginning the meetings are difficult because 
of the arguments between Alison and her mother. Alison explains that she feels very angry 
with her father and her mother, and that she doesn’t know what to do with the anger. She 
doesn’t know why she has temper tantrums, they just happen to her. She says: “It’d be cool if 
I wouldn’t be so angry anymore, because then I wouldn’t have to smoke marijuana anymore 
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either.” They decide to assign Alison to the Stapstenen program, under her own condition that 
no decision be made about further treatment trajectories after Stapstenen. She does not 
want to make that decision yet. After finishing ten meetings, Alison explains that she is doing 
much better. In the beginning she had to get used to the group, but she says that she feels 
less angry now. She still finds it very difficult to talk about her past. However, she is far more 
willing to start with EMDR: “Something with eye movements, I think? I’d be willing to try that.”
Discussion
The Stapstenen training is based on both experience from clinical practice and the 
scientific literature. In order to provide insight into the effectiveness of interventions 
more empirical research is needed within the domain of youth care (Van Yperen & 
Veerman, 2008). Currently, researchers from the VUmc and the AMC are studying 
the effectiveness of this stabilization training which has been implemented 
within a residential setting. Initial results are expected by the end of 2013. Our 
hypothesis is that girls who underwent the Stapstenen program, compared with 
girls who received ‘care as usual’ (which can include any form of psychotherapy, e.g., 
cognitive behavioral therapy or aggression regulation training), will show a greater 
reduction of problematic behavior, such as self injury (e.g., skin cutting), suicidal 
behavior, dissociation, substance abuse and aggressive behavior. Whether gender 
specific adjustments are needed will also be investigated. Even though chronically 
traumatized girls show relatively more trauma-related problems than boys in several 
areas of functioning (Kerig et al., 2009; Hussey, 2008), the effects of chronic trauma 
in boys cannot be underestimated (Maschi, Morgen, Bradley & Smith Hatcher, 2008; 
Stouthamer-Loeber, Loeber, Homish & Wei, 2001; Wasserman & McReynolds, 2011).
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Research aims
The central aim of this dissertation was twofold. The first aim was to examine the 
relationships between a history of exposure to childhood maltreatment, mental 
health problems and delinquency in youths in compulsory residential care. This aim 
was addressed by studying, cross-sectionally, the relationships between exposure to 
early onset interpersonal trauma, symptoms of PTSD/symptoms of complex PTSD 
and other mental health problems (e.g., depression, anxiety, suicidal ideation) in a 
sample of girls recruited from three compulsory residential treatment facilities in 
the Netherlands. By also examining the associations between trauma history and 
juvenile (sexual) offending in a sample of youths (boys and girls) from juvenile justice 
sites (57 sites in 18 states in the United States of America), the pathways between 
childhood maltreatment and antisocial or delinquent behavior was explored. The 
second aim was to investigate the best treatment choice for youths in compulsory 
residential care. To address this goal, first, the existent literature of evidence-based 
treatments for children exposed to childhood maltreatment was systematically 
reviewed. Second, as none of the interventions available in the Netherlands focuses 
on the behavioral problems associated with chronic trauma in girls; the theoretical 
background and design of a stabilization training aimed at reducing problematic 
behavior in this vulnerable group was described.
As youths often enter compulsory residential facilities hardly aware of their 
problems and as they are resistant to change, a lack of motivation for treatment is 
common among youths in these facilities (Harder, Knorth & Kalverboer, 2012; Van 
Binsbergen, 2003). Therefore, the relationships between childhood maltreatment, 
trauma-related symptoms, motivation for treatment, and (time to) dropout in girls 
in compulsory residential facilities were examined.
This chapter addresses the two research aims and presents an overview of the 
key findings described in the previous chapters. Strength and limitations of this 
dissertation will also be addressed, as well as implications for treatment approaches. 
Lastly, directions for future research will be discussed.
Summary of key findings
Five studies were conducted for the purpose of this thesis. The first study (chapter 
2) found two relationships between early onset interpersonal trauma and mental 
health problems, one in which exposure to early onset interpersonal trauma was 
directly related to mental health problems and one in which symptoms of PTSD 
mediated the relationship between exposure to early onset interpersonal trauma and 
mental health problems. However, symptoms of complex PTSD did not significantly 
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mediate such a relationship. The second study (chapter 3), demonstrated that a 
number of demographics predicted motivation for treatment. Also, it was found that 
emotional abuse contributed to motivation for treatment. Furthermore, consistent 
with previous research (DiGiuseppe, Linscott, & Jilton, 1996) internalizing 
symptoms (anxiety, depression and dissociation) significantly predicted the level of 
distress, and dissociation predicted girls’ doubts about treatment. The second study 
found, against our expectations, no significant predictors for (time to) dropout of 
compulsory residential care. The third study (chapter 4) showed that, compared to 
nonsexual interpersonal offenders, sexual offenders were significantly less likely to 
be female, less likely to be African American, or less likely to meet criteria for a 
substance use disorder. In addition, sexual offenders were significantly more likely 
to have a lifetime history of a suicide attempt and a history of sexual victimization. 
A set of demographic and diagnostic characteristics contributed significantly to 
sexual offending, as did a history of sexual victimization. Study four (chapter 5), 
describes psychotherapeutic treatments which focus on a broad range (e.g., PTSD, 
anxiety, suicidal ideation, substance abuse, aggressive and violent behavior) of 
psychopathological outcomes following childhood maltreatment. A total of 33 
studies published between 2000 and 2012 satisfied the inclusionary criteria and were 
included. These studies dealt with various kinds of samples, from sexually abused 
and maltreated children in child psychiatric outpatient clinics or in foster care to 
traumatized incarcerated boys. A total of 27 studies evaluated psychotherapeutic 
treatments which used trauma focused cognitive, behavioral or cognitive-behavioral 
techniques; only two studies evaluated trauma specific treatments for children and 
adolescents with comorbid aggressive/violent behavior; and four studies evaluated 
psychotherapeutic treatments that predominantly focused on other mental health 
problems than PTSD. Study five (chapter 6), describes the theoretical background 
and design of a recently developed training (Stapstenen) aimed at reducing 
problematic behavior in girls in compulsory residential care. Over 80% of all girls 
who are committed to compulsory residential care because of serious behavioral 
problems have experienced chronic trauma in their past. As these behavioral 
problems are often accompanied by co-morbid disorders, interventions are needed 
which address the link between behavioral problems/co-morbid disorders and 
histories of interpersonal victimization.
Conclusion and discussion
The results presented in this thesis expand current knowledge on the relationships 
between exposure to childhood maltreatment and problematic behavior in youths 
in compulsory residential care in two essential ways. Results of this thesis showed 
that early onset of interpersonal trauma was related to the emergence of mental 
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health problems in several ways. Prior research has already demonstrated that 
children exposed to interpersonal trauma during their first years of life may show 
the most negative effects in psychological functioning (Keiley, Howe, Dodge, 
Bates & Pettit, 2001; Lieberman, Chu, Van Horn & Harris, 2011). However, these 
relationships have – to our knowledge – not been investigated extensively in girls in 
compulsory residential care. Also, this thesis paid attention to the concept complex 
PTSD. Complex PTSD describes a cluster of impairments in predominantly affective 
and interpersonal self-regulation (Cloitre, et al., 2009; Cook et al., 2005; Van der 
Kolk, 2005). A risk factor found to be associated with symptoms of complex PTSD 
is early onset of interpersonal trauma (Van der Kolk, Roth, Pelcovitz, Sunday & 
Spinazolla, 2005). Therefore, this thesis expanded on this topic by investigating the 
relationships between early onset interpersonal trauma, symptoms of (complex) 
PTSD, and other mental health problems.
An overall conclusion that emerged from our studies is that youths in compulsory 
residential care have been exposed to complicated traumatic histories and show 
a diversity of trauma-related psychopathology (e.g., avoidance versus arousal, 
symptoms of PTSD versus complex PTSD, internalizing versus externalizing 
symptoms), therefore clinicians – in selecting treatment for this vulnerable group – 
should be guided by this complicated pattern. 
It is noteworthy with regard to the construct complex PTSD, that the current 
debate about a new diagnosis for complex PTSD (D’Andrea, Ford, Stolbach, Spinazzola 
& Van der Kolk, 2012; Resick et al., 2012) has brought attention to broadening 
current diagnostic conceptualizations for chronically victimized youths. However, 
the research that addresses the sequelae of complex PTSD is still in an early phase 
(Resick et al., 2012). Therefore, perhaps it is too early to make a decision about 
whether or not to recommend a separate diagnosis for complex PTSD in the DSM-5. 
However, as with any type of psychological disorder, the diagnostic criteria 
is a starting point in defining the treatment process; complex PTSD has certain 
symptoms which are different from the typical symptoms of PTSD (e.g., distrust, 
low self-perception, and symptoms of a disturbed attachment; D’Andrea et al., 2012). 
These symptoms have been known to complicate treatment; for example, children 
are extremely distrustful towards their therapists, are not able to regulate their 
behavior, or children are not able to talk about their victimization (Lindauer, 2012). 
Although Resick et al. (2012) state that the construct complex PTSD has overlapping 
symptoms with other psychiatric disorders (e.g., depressive disorder, borderline 
personality disorder) each diagnosis manifests a unique constellation of symptoms, 
and this constellation should guide the decision about whether or not to recommend 
a separate diagnosis for complex PTSD.
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Implications and recommendations for clinical 
practice and treatment approaches
First, gender-specific interventions are warranted in which the specific needs of 
girls and boys are addressed (Nooner et al., 2012). Gender differences have been 
demonstrated in the types of interpersonal trauma experienced (e.g., girls are 
more likely than boys to experience sexual and emotional abuse) (Gwadz, Nish, 
Leonard & Strauss, 2007). Additionally, it has been demonstrated that girls react 
differently to exposure to interpersonal trauma than boys (Kerig, Ward, Vanderzee 
& Moeddel, 2009; Maschi, Morgen, Bradley & Hatcher, 2008). For example, in girls, 
the risk of developing PTSD is higher and symptoms of depression and anxiety 
are more likely to co-occur with PTSD than in boys (Gwadz et al., 2007). Second, 
as mentioned above, clinicians should pay attention to the diversity in trauma-
related psychopathology following interpersonal trauma (e.g., avoidance versus 
arousal, symptoms of PTSD versus complex PTSD, internalizing versus externalizing 
symptoms). For example, the phenomenological differences between symptoms of 
PTSD and complex PTSD should guide treatment selection for youths in compulsory 
residential care. In treating symptoms of PTSD, treatment implies the focus on 
the impact of the traumatic events and the processing of the traumatic memories 
(Cohen, Mannarino, Murray & Igelman, 2006). Whereas when treating youths with 
symptoms of complex PTSD in compulsory residential care, treatment should focus 
first on establishing safety and competence, dealing with trauma re-enactment (e.g., 
youths may react to therapists/teachers or protective interventions with aggressive, 
fearful or uncontrolled emotional reactions, or avoidance as they tend to see them 
as unsafe), and integration and physical mastery, before moving on to processing 
the traumatic memories (Van der Kolk, 2005). Third, adolescents with histories 
of interpersonal trauma are likely to have impairments in regulating their own 
behavior; and thereby often acting defensible and oppositional towards staff and/or 
the system in the secured facility. Considering the above mentioned and taking into 
account a developmental perspective, adolescents in compulsory residential settings 
may benefit and learn more from the role-model function of staff than being told 
or sometimes coerced by staff how to behave (DeSocio, Bowllan & Staschak, 1997). 
It is also crucial that staff are trained professionally in recognizing and anticipating 
trauma-related triggers for aggressive, avoidant, dissociated, or other problematic 
stress reactions in this vulnerable group. Furthermore, staff should also receive 
professional support and education about how to manage their own reactions and 
self-regulation, which may get out of balance sometimes due to defensive or aggressive 
behavior of the youths (Ford, Chapman & Cruise, 2012). Finally, particular attention 
should be given to juveniles who commit sex offences; as they represent a specific 
group in the juvenile justice system. Given the heterogeneity within this group (in 
e.g., history of interpersonal trauma, type of offence and mental health problems) 
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(Bailey, 2003), clinicians and juvenile justice should address this heterogeneity and 
should focus on their specific needs in choosing the most appropriate treatment 
for these youths to prevent them from future sexual reoffending and to treat their 
mental health problems (Ford et al., 2012).
Strengths and limitations of the studies in this 
dissertation
This dissertation has a clear and important strength, this thesis presents relevant 
implications and recommendations for clinical practice (see previous section). 
Successfully carrying out new implications and recommendations in compulsory 
residential settings can be very challenging (Van Yperen & Veerman, 2008). One 
reason may be that scientific researchers introduce pre-developed implications or 
recommendations to a system of care and ask clinicians to implement them (Blevins, 
Farmer, Edlund, Sullivan & Kirchner, 2010). This thesis therefore was a clinician-
driven research project, in which clinicians cooperated and advised the scientific 
researchers (e.g., advice on development of Stapstenen, how to inform participating 
staff/clinicians about study results) and thereby increasing the likelihood of an 
effective translation of the implications and recommendations to clinical practice. 
Despite the above mentioned strength of this thesis, a number of limitations of 
the studies in this dissertation needs to be addressed. First, the empirical studies 
in this dissertation relied on youths’ self-reports of their histories of interpersonal 
trauma and mental health problems. There is an ongoing debate about the use of 
self-report studies in juvenile justice populations, as youths may over- or under-
report their problems, their memory may limit the information that can be captured 
(Snyder & Sickmund, 2006). Nevertheless, the empirical studies in this thesis relied 
on this method of data gathering as the use of self-report has also a number of 
advantages (e.g., less time consuming, cost-effective, non-invasive); in addition, it 
has been demonstrated that the self-reports of youths in juvenile justice settings 
are as reliable as those of adolescents in community and clinical samples (Kenny 
& Grant, 2007). Second, as the empirical studies of this thesis were characterized 
by a cross-sectional design, conclusions about the development of mental health 
problems and delinquent behavior among youths in compulsory residential facilities 
should be interpreted with caution. More explicitly, as exposure to interpersonal 
trauma and the assessed outcomes were measured simultaneously, it may be difficult 
to determine whether the exposure proceeded or followed the assessed outcome. 
Third, the studies did not take into account victimization that may have occurred 
during incarceration. Whereas, violent, destructive, and/or hostile behavior among 
youths in compulsory residential facilities is considered to be a serious problem; it 
110
is considered to create an unsafe environment, and consequently may interfere with 
treatment and rehabilitative goals (Van der Helm, Stams, Van Genabeek & Van der 
Laan, 2012).
Directions for future research
Several recommendations for research can be made to optimize treatment efforts of 
youths in compulsory residential care.
Future studies should focus on protective factors in victimized youths in 
compulsory residential care. Protective factors may lessen the likelihood of 
revictimization, reoffending, and psychopathology. Moreover, these factors may 
exist at multiple levels (e.g., individual, interpersonal, neighborhood) (Menard, 
2002) and may be of great importance in treatment and preventive work with this 
youths.
Furthermore, although the systematic review (chapter 5) in this thesis evaluated 
the effectiveness of evidence-based treatments for girls and boys exposed to 
childhood maltreatment, future research should focus on the evaluation of gender 
differences in response to evidence-based treatments. 
Finally, longitudinal studies are needed to examine the efficacy of a phase-
oriented treatment approach (chapter 5 and 6) for youths exposed to chronic 
interpersonal trauma.
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De inleiding van dit proefschrift beschrijft de noodzaak onderzoek te verrichten 
naar interpersoonlijk trauma en de gevolgen daarvan bij jongeren in gesloten 
jeugdzorginstellingen, tevens worden de onderzoeksdoelstellingen van de 
onderhavige dissertatie geformuleerd. 
Kindermishandeling komt wereldwijd veelvuldig voor, cijfers bij kinderen en 
adolescenten (in de algemene bevolking) variëren van 4% tot 16%. Het meemaken 
van kindermishandeling kan schadelijke gevolgen hebben voor de psychische 
gezondheid, zo kunnen jongeren een post traumatische stress stoornis (PTSS) 
ontwikkelen. Tevens kunnen comorbide stoornissen ontstaan zoals bijvoorbeeld 
een angststoornis of een depressie. In de wetenschappelijke literatuur wordt nu 
ook steeds meer de aandacht gevestigd op het concept complex PTSS. Vanuit het 
besef dat PTSS onvoldoende de lading dekt van de klachten die zich na (chronische) 
traumatisering kunnen voordoen, is het concept complex PTSS geïntroduceerd. 
Complex PTSS omvat klachten op het gebied van o.a. de emotie- en impulsregulatie, 
het zelfbeeld en de hechting.
Onderzoek laat eveneens zien dat jongeren die mishandeld zijn, vaker agressief, 
antisociaal en delinquent gedrag vertonen dan jongeren die geen interpersoonlijk 
trauma hebben meegemaakt. De relatie tussen kindermishandeling en delinquent 
gedrag blijkt te verschillen tussen de seksen; na het meemaken van interpersoonlijk 
trauma, maken meisjes – in vergelijking met jongens – zich minder schuldig 
aan delinquent gedrag. Tevens laten meisjes – als ze zich schuldig maken aan 
delinquent gedrag – minder gewelddadig gedrag zien dan jongens. Meisjes worden 
eerder in verband gebracht met prostitutie en wegloopgedrag, terwijl jongens in 
grotere aantallen verantwoordelijk blijken voor daden als moord, overvallen en 
zedendelicten. Echter, de afgelopen jaren is er sprake van een toename van de 
geregistreerde criminaliteit door meisjes.
Vanwege hun delinquent gedrag kunnen jongeren in justitiële jeugdinrichtingen 
geplaatst worden. In Nederland worden – na jarenlange maatschappelijke en politieke 
discussie over de samenplaatsing van straf- en civielrechtelijke jongeren in justitiële 
jeugdinrichtingen – sinds 2010 beide groepen gescheiden. Civielrechtelijke jongeren 
kunnen nu onder aanwijzing van een rechter geplaatst worden in JeugdzorgPlus 
instellingen. Echter, onderzoek heeft aangetoond dat beide groepen vergelijkbare 
psychische problemen hebben en dus behandeling voor beide groepen cruciaal is. 
Onderzoek naar de relatie tussen interpersoonlijk trauma en de psychische gevolgen 
daarvan is nodig om deze kwetsbare doelgroep gepaste behandelingen te kunnen 
aanbieden.
In onderhavige dissertatie staan twee onderzoeksdoelstellingen centraal. 
Het eerste doel is het nader onderzoeken van de relaties tussen interpersoonlijk 
trauma, psychische problemen (bijv., depressie, (complex) posttraumatische 
stress, agressie), en delinquent gedrag bij jongeren in de gesloten jeugdzorg 
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(hoofdstuk 2 en 4). Het tweede doel is het in kaart brengen van de meest gepaste 
behandeling voor deze kwetsbare doelgroep (hoofdstuk 5 en 6). In aanvulling op 
de tweede onderzoeksdoelstelling wordt de relatie tussen interpersoonlijk trauma, 
traumagerelateerde symptomen en motivatie voor behandeling onderzocht 
(hoofdstuk 3).
Hoofdstuk 2 beschrijft een cross-sectioneel onderzoek naar de relaties tussen 
de vroegtijdige aanvang (voor het 5e levensjaar) van interpersoonlijk trauma, PTSS 
symptomen en andere psychische problemen. Een onderscheid werd gemaakt 
tussen PTSS en complex PTSS symptomen. Voor dit onderzoek werden 92 meisjes 
(gemiddelde leeftijd 15.9 ± 1.2 jaar) uit drie JeugdzorgPlus instellingen (in Nederland) 
geïncludeerd. De veronderstelde relaties werden onderzocht middels structural 
equation modeling. Een directe relatie werd gevonden tussen de vroegtijdige aanvang 
van interpersoonlijk trauma en psychische problemen. Daarnaast werd een relatie 
gevonden waarbij PTSS symptomen het verband tussen vroegtijdige aanvang 
van interpersoonlijk trauma en psychische problemen medieerde. Een dergelijke 
mediërende rol voor complex PTSS symptomen werd, tegen de verwachting in, niet 
gevonden.
Hoofdstuk 3 rapporteert een onderzoek naar de relaties tussen 
kindermishandeling, traumagerelateerde symptomen en motivatie voor behandeling. 
Tevens werd in dit onderzoek nagegaan in hoeverre kindermishandeling, 
traumagerelateerde symptomen en motivatie voor behandeling (duur tot) dropout 
uit de gesloten instelling voorspelt. Deelnemers waren 154 meisjes (gemiddelde 
leeftijd 16.0 ± 1.2 jaar) uit drie JeugdzorgPlus instellingen (in Nederland). De relaties 
werden onderzocht met behulp van multipele lineaire regressie, logistische regressie 
en concurrerend risico regressie (competing risk regression). De resultaten lieten 
zien dat meisjes met een niet-Nederlandse achtergrond en een jongere leeftijd 
meer lijdensdruk rapporteerden. Meisjes die emotionele mishandeling hadden 
meegemaakt waren meer bereid om in behandeling te gaan. Tevens werd gevonden 
dat internaliserende symptomen (angst, depressie en dissociatie) lijdensdruk 
voorspelden, en dat dissociatie meisjes’ twijfel over behandeling voorspelde. Tegen 
de verwachting in, werden geen voorspellers voor (duur tot) dropout gevonden.
In hoofdstuk 4 wordt een onderzoek naar de relaties tussen demografische 
kenmerken, psychische problemen, interpersoonlijk trauma en zedendelinquentie 
uiteen gezet. Daarnaast werd in dit onderzoek onderzocht in hoeverre jeugdige 
zedendelinquenten verschillen – in demografische, diagnostische en delict 
kenmerken – van niet-zedendelinquenten. Gebruik werd gemaakt van een grote 
dataset (n = 2920) van psychiatrische interviews van jongeren (gemiddelde leeftijd 
15.5 ± 1.6 jaar), afkomstig van justitiële jeugd instanties (57 locaties) in de VS. 
T-toets, chi-kwadraat en logistische regressie analyses werden uitgevoerd om de 
onderzoeksvragen te beantwoorden. In vergelijking met niet-zedendelinquenten 
(n = 2533), kwam bij jeugdige zedendelinquenten (n = 387) o.a. middelenmisbruik 
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minder vaak voor. Daarnaast kwam bij jeugdige zedendelinquenten suïcide pogingen 
en een verleden van seksueel misbruik vaker voor dan bij niet-zedendelinquenten. 
Dit onderzoeksproject liet tevens zien dat seksueel misbruik, en een aantal 
demografische en diagnostische kenmerken een significante bijdrage leverden aan 
zedendelinquentie.
In hoofdstuk 5 wordt een systematisch overzicht gegeven van de literatuur 
met betrekking tot evidence-based psychotherapeutische behandelingen voor 
jongeren met een breed scala aan traumagerelateerde klachten (bijv., PTSS, angst, 
suïcidale gedachten, middelen misbruik, agressie). Drieëndertig onderzoeken 
(gepubliceerd tussen 2000 en 2012) voldeden aan de inclusiecriteria. In totaal 
evalueerden 27 onderzoeken behandelingen met een trauma-focused cognitief 
gedragstherapeutische grondslag, vier onderzoeken evalueerden behandelingen die 
zich voornamelijk op andere psychische problemen dan PTSS richtten, en slechts 
twee onderzoeken evalueerden psychotherapeutische behandelingen voor jongeren 
met comorbide agressief en gewelddadig gedrag.
Hoofdstuk 6 beschrijft de theoretische achtergrond en inhoud van een 
stabilisatie training (Stapstenen) voor getraumatiseerde meisjes. Stapstenen is 
een stabilisatietraining voor meisjes van 12 tot 18 jaar, die nog niet toe zijn aan 
traumaverwerking met behulp van exposure behandelingen als bijvoorbeeld EMDR 
of TF-CBT. Het gaat om meisjes die geen controle hebben over hun gedrag en/of 
meisjes die in grote mate vermijdingsgedrag vertonen. Stapstenen vormt de eerste 
fase in de fasegerichte behandel benadering van Herman (1992). Deze benadering 
gaat er van uit dat bij een complex klachtenpatroon als gevolg van chronische 
traumatisering allereerst stabilisatie en symptoomreductie nodig is (fase I), daarna 
kan behandeling van de traumatische herinneringen volgen (fase II) en tot slot 
persoonlijkheidsre-integratie en rehabilitatie (fase III). Stapstenen bevat elementen 
van psycho-educatie en cognitieve gedragstherapie. De training is enerzijds gericht 
op het verwerven van kennis met als uiteindelijke doel: meer controle krijgen over 
denken, voelen en handelen. Anderzijds is gedragsverandering – met behulp van 
cognitieve en gedragstherapeutische technieken – een doel van de training.
Hoofdstuk 7 omvat de algemene discussie en conclusie van deze dissertatie.
De onderzoeken in deze dissertatie laten zien dat jongeren in de gesloten jeugdzorg 
veelal forse traumatische ervaringen hebben en als gevolg daarvan een diversiteit 
aan traumagerelateerde klachten laten zien (bijv., internaliserende versus 
externaliserende symptomen, PTSS versus complex PTSS symptomen). Omtrent het 
concept complex PTSS is in de wetenschappelijke literatuur een levendige discussie 
gaande, over het al dan niet opnemen ervan als aparte diagnose in de DSM 5. 
Complex PTSS omvat namelijk klachten die niet door PTSS omschreven worden 
(op het gebied van o.a. emotie- en impulsregulatie, het zelfbeeld en de hechting), 
deze klachten kunnen de behandeling compliceren. Voor een goede behandeling 
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van complex PTSS, dient de eerste fase van de behandeling zich te richten op de 
stabilisatie van emoties en gedrag (zie hoofdstuk 6).
Hoofdstuk 7 sluit af met enkele implicaties en aanbevelingen voor de klinische 
praktijk en toekomstig onderzoek. Interventies voor getraumatiseerde jongeren in 
gesloten jeugdzorg dienen zich toe te spitsen op sekse-specifieke behoeften. Diverse 
onderzoeken hebben namelijk aangetoond dat jongens en meisjes verschillend 
reageren op het meemaken van interpersoonlijk trauma. Tevens wordt aanbevolen te 
investeren in professionele training en supervisie voor de pedagogisch medewerkers 
in de gesloten jeugdzorginstellingen. Daarnaast is het belangrijk de aandacht te 
vestigen op jeugdige zedendelinquenten. Deze groep laat een heterogeen patroon 
van psychische problemen en delicten zien en heeft daarom recht op passende 
diagnostiek en behandeling.
Met betrekking tot toekomstig onderzoek worden de volgende aanbevelingen 
gedaan. Allereerst, toekomstig onderzoek zou zich moeten richten op beschermende 
factoren bij getraumatiseerde jongeren in gesloten jeugdzorg. Ten tweede, ondanks 
dat in hoofdstuk 5 een systematisch overzicht gegeven wordt van de literatuur met 
betrekking tot evidence-based psychotherapeutische behandelingen voor jongens 
en meisjes met een breed scala aan traumagerelateerde klachten, zou toekomstig 
onderzoek zich moeten richten op de evaluatie van sekse-specifieke effecten van 
behandeling. Tot slot, longitudinale onderzoeken dienen de effectiviteit van een 
gefaseerde behandeling na te gaan bij chronisch getraumatiseerde jongeren in de 
gesloten jeugdzorg.
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Dit proefschrift is mede tot stand gekomen dankzij de hulp en betrokkenheid van 
velen. Op deze plaats wil ik graag de mensen bedanken die me in verschillende 
fasen en op diverse manieren hebben geholpen.
Allereerst wil ik mijn dank betuigen aan de meisjes, dames, uit de 
jeugdinstellingen. Ontzettend dankbaar ben ik dat jullie je emoties en ervaringen 
wilden delen, ik weet dat dit voor veel van jullie een grote stap is geweest. Zonder 
jullie dappere hulp was dit proefschrift er niet geweest.
Prof. dr. Th.A.H. Doreleijers, promotor, beste Theo, bewonderenswaardig vind 
ik de wijze waarop jij als hoogleraar leiding geeft aan een onderzoeksafdeling. Je 
weet iedereen op de afdeling, maar ook daarbuiten te inspireren. De kerstborrels 
bij jou thuis en de onderzoeksretraites in de Italiaanse zon zijn een duidelijk 
teken van jouw passie voor het vakgebied. Jouw kennis over de forensische 
jeugdpsychiatrie en taalgevoel hebben mij enorm geholpen bij het schrijven van 
dit proefschrift. Hartelijk dank voor je hulp en begeleiding tijdens dit leerzame 
en mooie onderzoekstraject.
Prof. dr. R.R.J.M. Vermeiren, tweede promotor, beste Robert, hartelijk dank voor 
de constructieve en prettige samenwerking. Jouw kennis en wetenschappelijke 
inzichten zijn van veel toegevoegde waarde geweest, ik ben zeer blij dat ik hiervan 
heb mogen leren.
Dr. R.J.L. Lindauer, co-promotor, beste Ramón, de combinatie van jouw 
klinische en wetenschappelijke kennis waren onmisbaar gedurende het project. 
Mijn dank is groot.
Dr. H.P.B. Lodewijks, co-promotor, beste Henny, mede dankzij jou kon dit 
onderzoeksproject uitgevoerd worden. Ik wil je hartelijk bedanken voor het 
vertrouwen in mij om het onderzoek vorm te geven en uit te voeren.
Leden van de leescommissie bestaande uit, prof. dr. F. Boer, prof. dr. P.T. 
Cohen-Kettenis, prof. dr. N.W. Slot, prof. dr. G.J.J.M. Stams en prof. dr. Ch. van 
Nieuwenhuizen wil ik bedanken voor het beoordelen van het manuscript.
De medewerkers uit de jeugdinstellingen, De Lindenhorst (Zeist) en LSG-
Rentray (Almelo en Eefde), wil ik bedanken voor hun bijdrage aan dit project. 
De medewerkers van de (bewoners-) administratie, dankzij jullie was het 
mogelijk dossieronderzoek te doen en een planning te maken voor de afname 
van de interviews en vragenlijsten bij de meisjes. Hoofd behandeling van de 
jeugdinstellingen: Sjoukiene Meijer, Esther van der Meulen en Marja Vreeman 
dank dat ik in jullie instelling onderzoek mocht doen. De behandelcoördinatoren, 
groepsleiding en docenten van de instellingen, dank dat zo nu en dan de meisjes 
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de klas of groep mochten verlaten voor het onderzoek en voor het keer op keer 
invullen van de vragenlijsten. Ik ben me er terdege van bewust hoe druk jullie het 
hebben en kan daarom niets anders dan mijn oprechte bewondering uitspreken voor 
jullie flexibiliteit en werk met deze doelgroep. Lieke van Domburgh dank ik voor de 
hulp bij het implementeren van het onderzoek in LSG-Rentray.
Mijn dank gaat ook uit naar de collega’s die hun bijdrage geleverd hebben aan de 
ontwikkeling van de stabilisatietraining Stapstenen. Renee Beer, Leoniek Kroneman 
en Ramón Lindauer, hartelijk dank voor jullie hulp bij de ontwikkeling van Stapstenen 
en bij de publicatie daarover. Tevens wil ik: Marleen Albers, Femke van Baarle, Saskia 
Dijkhuis, Eva Vos-Rondeel, Marlies Ter Bogt en Marjolein Stokker hartelijk danken 
voor de inbreng van hun klinische kennis. Ethy Dorrepaal en Kathleen Thomaes 
hartelijk dank voor jullie advies in de eerste fasen van de ontwikkeling van deze 
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Ilse Jansma wil ik hartelijk danken voor de hulp bij de literatuur search van 
het systematic review, zoals je weet is deze hulp van grote toegevoegde waarde 
geweest. Peter van de Ven bedank ik voor de hulp maar vooral ook het geduld bij het 
analyseren van de data en Bob Newmark en Hans van der Baan voor het nakijken 
van mijn Engelse stukken. 
Bart Beukers wil ik bedanken voor het opmaken van het binnenwerk en voor 
het doorvoeren van alle last minute aanpassingen. Aukje Litjens, bedankt voor het 
ontwerpen van de creatieve voorkant van dit proefschrift.
Julia Diehle, wat een ongelooflijke klus dat systematic review. Hier heb jij vele 
uren werk in zitten. Dank je wel, en ik kijk uit naar jouw promotie. 
Machteld Hoeve, wat een leerzame maar bovenal leuke tijd heb ik mede dankzij 
jou gehad in New York. Ook ben ik je erg dankbaar voor jouw rustige en doortastende 
manier van werken, dit gaf me veel vertrouwen.
I would like to thank Gail Wasserman and Larkin McReynolds, for welcoming me 
as a visiting scholar at Columbia University Medical Center. Dear Gail and Larkin, 
thank you for your hospitality and granting me the opportunity to work with you 
and learn from you, I hope we will be able to collaborate again in the future.
De dataverzameling was niet mogelijk geweest zonder de hulp van vele studenten: 
Nicole, Anouk, Iris, Mirjam, Suzanne, Astrid, Gonneke, Willeke, Esther, Maartje, 
Fanoula, Ilja, Anjo, Janneke, Marjolein, Jessica, Wieke, Daniëlle, Frederiek, Malu, 
Janneke, Natasja, Marieke, Lara, Juliette, Ellis, Ebru, Britt, Nicole, Merel, Cintha, 
Signe en Rianne. Veel dank voor het vele werk dat jullie mij uit handen hebben 
genomen. Ook waren de ritten naar het oosten van het land een stuk plezieriger 
143
Dankwoord
in jullie gezelschap. De onderzoeksassistenten Jamie en Annie, naast dat het erg 
prettig en leuk was om met jullie samen te werken, heeft jullie actieve inzet ertoe 
geleid dat het onderzoeksproject op een voortvarende manier draaiende bleef. 
Malou, ik heb er alle vertrouwen in dat de effectstudie bij jou in goede handen is. 
Veel succes en houd me op de hoogte.
Alle collega’s uit Duivendrecht, Anna, Annelou, Arne, Carmen, Charlotte, 
Frederique, Lieke, Lucres, Reino en Sanne H., ik kijk terug op een leuke tijd waarin 
hard werken en lol hand in hand gingen. Dank daarvoor. Evelien, fijn dat ik de 
afgelopen jaren jouw vaste kamergenoot mocht zijn en dat ik voor raad en daad 
immer bij jou terecht kon en nog steeds kan. Sanne O. en Tijs, de tijd is daar, jullie 
moeten nu echt een selectieprocedure starten om de lege bureauplek op te vullen. 
Dank voor de gezelligheid! Sannie, Anne en Elsa, mede meisjesonderzoekers, de 
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